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A RATIONAL COUGH CURE FOR EVERY AGE 


Containing : 
Ephedrine, Potassium Sulphoguaiacolate, Benzoates, 
Vasaka and other ingredients that liquefy the 
tenacious mucus and facilitate its expulsion 


Does not contain Narcotics 
Children delight. to take it 


Speedily effective in 
COUGH, COLD, CHRONIC AND ACUTE BRONCHITIS, 
PNEUMONIA, WHOOPING COUGH, ALL FORMS 
OF RESPIRATORY CATARRH, Etc. 
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Accidental coms 


1. Dead cells and detritus. 
2. Regenerating epithelium. 
\\ / Un ds 3. Regenerating connective tissue. 
O 4. Budding new capillaries. 


The combination of glycerine with iodine or boric 
acid is considered by many physicians as ideal for 
the dressing of wounds. 


There are probably few products in which this 
combination of ingredients is so well compounded 
and proportioned and which so well fulfills the 
desiderata for a satisfactory surgical dressing as does 


It is bacteriostatic, decongestive and pain-relieving. 


Sample on request 


The Denver Chemical Mfg. Co., 163 Varick Street, New York 
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THE EDUCATION OF A SURGEON 


A. T. ANDREASEN, F.z.c.s. (Eng.), Capt. 1.M.s. 
Superintendent, Orissa Medical School and Surgeon-Superintendent, General Hospital, Cuttack 


THE SurRGICAL LABORATORY 


The general aims and objects of the undergraduate 
training having been discussed in Part I., vide Vol. IX, 
No. 8, Pp. 349-355, certain principles laid down, it 
now remains to go into detail upon certain points. 

The future surgeon depends for his successful 
production upon three phases: Firstly, a rational all- 
round undergraduate general training in medicine and 
this course is so arranged and presented that the 
product will be a man capable of thinking for himself 
along logical lines and applying his knowledge to cases, 
rather than a product,—such as we see too many of 
these days, who has “learnt his book’’ and little else. 
Secondly, a link phase which helps him to pass from 
the undergraduate to his choice of a future in medicine 
or surgery. This period should consist of a year or 
more as a House Physician and a House Surgeon so 
that his early training can be applied and he can make 
his choice by natural adaptation rather than the lure of 
gold or the fear of the decisive action. During the 
early part of his surgical undergraduate training and 
the latter part of this phase and the early part of the 
third phase the surgical laboratory plays its part. The 
third phase is an extension and thorough postgraduate 
training over some five years or more under constant 
supervision by the professor himself. Instead of doing 
a few months as House Surgeon and rushing off to 
some distant country to closet himself with text books 


for a year or more, collect some high sounding diploma 
and return to dazzle the unsuspecting public with the 
bright colours of these feathers, the prolonged period 
cf postgraduate training will turn away those who 
have no real heart for the work, and make good 
surgeons of those who have a heart. 


This appears to be an appropriate place to give 
some description of the surgical laboratory referred to 
in the previous section, since this unit is one of the 
main links between the general surgical education of a 
practitioner and the education proper of the surgeon. 
The junior student commenced his acquisition of 
surgical principles in this laboratory; after a period as 
a House Physician and House Surgeon, should he 
choose to take up surgery as a career, it will be to this 
unit he will again return to take the next step in his 
chosen career. Therefore, at this point I will give 
some more detailed description of such a unit in a 
simple form—the cost is not great if simplicity is kept 
as a guiding principle alike in our work as in our 
equipment. The description will serve to clarify the 
minds of those unfamiliar with a surgical laboratory, 
and will clear the ground for discussion of the detailed 
training of a surgeon, for the laboratory will play a 
large part in his future training. 


In ideal form the surgical laboratory should con- 
sist of a large well-aired and lighted room with running 
water, wash basins, simple operating tables for animals, 
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demonstration kymographs, anesthetic tables and simple 
endotracheal ether and open ether appliances, tables 
for sterile drums and the necessary number of drums, 
with linen as for any operating room, (supplied in the 
requisite amount for the number of tables to be used). 
A small lift and shaft for bringing up animals and drum 
from the animal and sterilizer rooms if they are not on 
the same floor, black board and dias, instrument 
cabinets, lighting, fans, etc. This is the student’s 
laboratory. 


Close beside will be a pathology laboratory with 
the essential apparatus for section cutting, staining, etc. 
and preserving specimens from the surgical unit in the 
hospital for use in demonstrations to students. There 
should be alongside this a small bacteriological unit. 


Next, there should be a demonstration theatre with 
a gallery for students, blackboard, ordinary table, 
operating table for animals, kymograph, anesthetic 
apparatus, etc. Here special demonstration are given 
by the professor. It may be used by the professor for 
research purposes. 


Close by this will be the professor’s room: a long 
well-lighted quiet room with a desk and library at 
one end and a laboratory at the other end. The fittings 
of this part will be to the requirements of the professor. 


Off the theatre for demonstration will be a small 
library for students and demonstrators and a small 
museum for specimens, human and animal. 


There should be a small biochemical laboratory in 
the unit also, probably as part of the pathological 
laboratory. 


An animal room with cages and apparatus for their 
pre- and post-operative treatment, with an exercising 
compound and small cook house. 

A sterilised room with equipment for sterilizing 
and the linen and main instrument stores alongside it. 
A technician’s room. 

Two demonstrator’s rooms which can be fitted as 
required for research. 

A portable x’ray unit and a surgical diathermy 
unit will be required. 

The necessary lavatory accommodation. 


Now, this unit would serve a large teaching 
college; it is admittedly elaborate by some measures, 
but not nearly so elaborate as many of the existing 
laboratories. 
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However, the same function can be carried out 
by a very small unit of one room with an animal house, 
if the hospital sterilizing staff will undertake to sterilize 
equipment, or a small portable sterilizer is used, linen 
and dressing material on a small cost. If the college 
pathology department will co-operate in matters of 
pathology and bacteriology, and the college physiology 
department lend a kymograph. 


Much useful work can be done in such a small 
department. At the Orissa Medical School such a 
small unit is under arrangement at the time of writing 
this, and will be in full function by July, 1940. It will 
be used by the departments of physiology, pharmaco- 
logy, medicine and surgery for demonstration purposes. 
A certain number of students will have the opportunity 
of learning certain first principles there before going 
into “action” in the Certain 
surgeons will have the opportunity of gaining valuable 
technical knowledge there. 


wards and_ theatres. 


The arrangements for the students commencing 
surgery would be something along the lines given 
below : 


There would be an introductory course of lectures, 
about 12 or 15, given by the professor himself, covering 
briefly the historical background to surgery, the general 
ethics and responsibilities of a surgeon; the principles 
of surgery in detail, i.c. the methods employed to avoid 
pain, sepsis, and hemorrhage, wound healing, ete. 
Emphasis is laid, all through, upon the value of a 
knowledge of anatomy, physiology, pathology and 
The value 
of the pre-clinical training would then be demonstrated 
to the class. The subject matter of these lectures is 
demonstrated by the students themselves in the labora- 
tory work which accompanies them. If the class is 
small then, every other day, four hours may be spent 
in the laboratory. The remaining days being spent in 
the wards learning physical signs, history taking and 
clinical pathology. 


bacteriology to the topic under discussion. 


These laboratory classés will be mostly by opera- 
tion upon animals. The demonstrators will be those 
graduates who have chosen surgery for their future 
calling and have come back to the department as the 
next step on their way. The intention of the class is 
not to teach operative surgery, but it is necessary for 
the teaching of anesthesia, asepsis, gentleness, 
accuracy, preparation of patient and operator and the 
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materials for operation that the students themselves 
should do all these things themselves. Thus the classs 
will be divided up with teams of four viz., 1. Anesthetist 
2. Operator 3. First Assistant 4. Nurse. 


The students take turn about at these duties, 
changing every week for instance, or quicker according 
to the length of time devoted to the course. The 
rotation will always be from position “4” to position 
“1”. Their duties would be as under, assuming that 
the class began at 8-30 a.m. and finished at 12-30 p.M.: 


1. The anesthetist arrives at 8-15 A.M., gives 
animal 0-015 gm. morphia hypodermically, is respon- 
sible for sterilizing and cleaning syringe and needle, 
measuring the dose of morphia and sterilizing it, pre- 
pares the ether mask and ether bottles, and sets them 
ready on his table, with tongue forceps. With the first 
assistant, he puts animals on the table and anesthetises 
it, tags the ear of animal with marker, keeps anzesthetic 
chart on which he records: Weight of animal previous 
to operation, nature of operation by whom performed, 
by whom anesthetic given, anesthetic used, time 
anesthetic begun, time anzsthetic stopped, time opera- 
tion begun and time finished, record of pulse every five 
minutes, record of blood pressure before anesthetic 
begun, and five minutes after animal completely under, 
five minutes after operation begun, after 20 minutes of 
operation, after 35 minutes and every 15 minutes after, 
and after operation finished; respiration rate every five 
minutes with the pulse, any other incidents of note, e.g. 
cessation of breath, its reappearance, etc. The anzsthe- 
tist is to see the animal daily until the next operation 
and make a daily note on its condition. The remainder 
of the team will accompany him on these visits. Any 
after-treatment such as glucose saline infusions, etc., 
will be carried out by the team working together, under 
leadership of the operator. 


2. The operator is responsible for the pre-opera- 
tive examination of the animal. He must assemble his 
team and set them about their duties. He must adopt 
the role of leader of the team. He scrubs up and 
prepares himself, then whilst the assistant, (who has 
been shaving the anezsthetised animal meantime) 
scrubs up, the operator prepares the operation area. At 
this step he (the operator) is scrubbed, but without 
This done, a sterile towel is laid over the area 
He now re-scrubs, and puts on gown, cap 


gloves. 
prepared. 
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and gloves. The towels are now placed in position for 
the operation, the anzsthetist taking off the single towel 
covering the prepared.area. The main steps of the 
operation will be read out by the operator as he makes 
them, from the printed card attached to the side of 
the operating table on a special light wire stand. The 
operator has his instruments on the tray beside him; 
he selects them himself, before operation, with the 
nurse; and now he keeps them on his tray in order so 
that he can easily find what he wants at the right 
moment. 


3. The assistant assists in getting the animal on 
the table, prepares the operation field by shaving and 
washing with ether-soap and water, drying and swab- 
bing thoroughly with strong Dettol. He is responsible 
for having a sharp razor, and for stropping it before 
putting it away. Next he scrubs up. He commences 
to put the operation towels in place whilst the operator 
is finishing putting on his gown and gloves. He is, 
of course, gowned and gloved himself at this stage. 
During the operation he carries out duties, holding re- 
tractors, threading needles, and handing them to the 
operator at the correct time, cutting ligatures, swabbing, 
He keeps the swabs, compresses, ligatures, sutures 
He is responsible for clean- 


etc. 
and needles on his tray. 
ing all the instruments after the operation. 


4. The nurse comes to the laboratory at 8 a.m. 
and puts the dry. goods into the sterilizer ; arranges the 
tables ; sterilizes the trays and basins required ; prepares 
the saline solutions, and antiseptic solutions, and any 
special solution or injection required. With the 
operator, he puts out the instruments required and is 
responsible for the sterilization of all instruments. 
When all is sterilized, he puts out the instruments, etc. 
on the tables for this purpose with all aseptic precau- 
tions scrubbing up and putting on a sterile gown and 
mask for the purpose. During the operation he stands 
by to do any “unsterile job” required of him. After 
the operation he is responsible for checking all the 
instruments, gowns, other articles, helping with the 
cleaning of instruments with the other members of the 
team, and for generally tidying the part of the room 
used by his team. 

The amount of equipment required is very little. 
It should be of the simplest possible to emphasise early 
that a few well chosen instruments are alone required in 
most surgical work. No instrument assistant is in the 


‘ 
— 
4 
—- — 
» 


JOURNAL ANT Vol. X, No. 2 
I. M.A. ANDREASEN NOVEMBER, 1940 


team because I think it most important to teach the 
young doctor the value of an orderly instrument tray, 
and to impress him with the fact that many assistants 
are not required. All take part in the essential preli- 
minary preparations in order that they may know 
thoroughly the procedure of preparation for an opera- 
tion and may learn, by this personal effort, a sound 
aseptic technique before they come to work in the 
sanctum of the Human Operating Theatre. The next 
lesson obtained is one of responsibility and leadership, 
with a practical insight into the thoroughness and fore- 
sight necessary to successful accomplishment in these. 
Next, practical experience is acquired in anesthetic 
administration on a small mammal. Gentleness and 
accuracy are thus acquired, together with a certain 
amount of insight into the basic facts of anzesthesia,—a 
very sound start for the students’ later efforts in human 
anesthesia. 


Many simple proceedures will be learnt at once, 
e.g. sterilization of a syringe, perparation of saline solu- 
tion, giving hypodermic injections, etc. These are not 
taught at all in most modern courses of surgery, yet 
they form daily routine practices in the practical life of 
a doctor. Lessons in hemostasis, and in sepsis and 
asepsis are obvious, yet cannot escape the attention of 
the student, since he will depend upon his personal 
mastery of their control for the success of his practical 
work in this course. 

Having undergone such a preliminary course of 
theoretical and practical work, embracing as it does the 
principles of surgery with their practical demonstration 
by personal effort, the practical demonstration of physi- 
cal signs and the practical essay in history taking, a 
student could not help but be a well prepared dresser 
for a surgical ward, with a healthy respect for his 
responsibility and a very keen interest in his work and 
its possibilities. He is ready for action in wards or 
operating theatre, and the surgeon knows that he has 
attained a certain degree of safety in his aseptic tech- 
nique and can be trusted. 


THE POSTGRADUATE 


That the profession is responsible to the public for 
maintaining an adequate standard of guarantees as to 
the sufficient training of anyone wishing to practice 
major surgery is not denied by anyone, but a full realiza- 


52 


tion of the extent and meaning of such a responsibility 
does not seem to have dawned fully upon us as yet. 

The American College of Surgeons has a scheme 
whereby everyone who wishes to become a Fellow of 
the College is required to undergo a strict and extended 
apprenticeship after qualification. The Royal Austra- 
lasian College requires a strictly controlled apprentice- 
ship in addition to a higher surgical diploma of such a 
nature as to involve a Primary Examination in Anatomy 
and Physiology. 

In Europe there are no higher diplomas ; the would- 
be surgeon must commence as an Intern and find his 
way through all the stages of Resident, Resident 
Surgeon, Chief of Clinic, Assistant Surgeon, Surgeon, 
Chief of Service to Professor—if he can get so far. 
This means that without experience he cannot get 
anywhere. 


Yet, we go on reverencing as the hall mark of a 
surgeon a higher diploma involving at the best only 
six months as a House Surgeon and one years’ hard 
beok work. The number of men who rush off soon 
alter qualification to take such diplomas is increasing ; 
yet, the standing of the diplomas are gradually falling 
off—not rapidly but steadily—as more and more men 
realise that the acquisition of the diploma has done little 
more than give them a slightly better chance of obtain- 
ing some surgical appointment. Inwardly they know 
that they cannot hold a candle to the experience of some 
of their less qualified colleagues. 


The public, however, never was a serious judge of 
men, likes being humbugged, and loves a show of 
“letters behind the name”, which unfortunate attitude 
puts the possessor of a higher diploma, without much 
experience, in the difficult position of passing—sans 
vouloir—to be what he is not, and yet, placing him in 
such circumstances that he dares not attempt to learn— 
at least not openly. Such a position will quickly prove 
the destruction of the average man. Genius will 
survive most situations, but these beings are rare ; when 
one is in need of a surgeon it is one of the average men 
who is at hand, usually. 

It is my belief that postgraduate training of a 
very serious and practical type is lacking in our system 
of surgical education at present; that we are not carry- 
ing out our duty to the community if we allow this state 
of affairs to go on any longer; that it is the function of 
the Medical College and its Hospitals to provide for this 
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very necessary part of the education of a surgeon (or 
a physician for that matter); that it is the duty and 
responsibilty of the professor himself to undertake the 
direction of these important studies. 

Just as it is the professor’s duty to solidly lay the 
foundation, so it is his responsibility to personally see 
to the setting up and perfecting of the main structure in 
all its beauty. 

The amount of experience necessary before it can 
be said that a surgeon has acquired judgment, and the 
close personal contact required between apprentice and 
master for the real education to take place, percludes the 
training of large numbers at a time in any one place. 
The whole process of turning out a well-trained surgeon 
must be gradual; he must have a good knowledge of 
pathology, physiology and anatomy. His powers of 
clinical diagnosis must be developed to a very high 
degree by a large and prolonged experience. Operative 
technique must be developed to a very high standard. 
Above all he must develop what is called surgical judg- 
ment; this comes from having diagnosed and operated 
upon a very large number of cases himself at first under 
guidance at every step, gradually being left to himself. 

The apprentice must be day and night in his work. 
He can afford to miss no case which may be admitted 
under the care of his chief. This means he must be 
resident in the hospital itself. 

No department of surgery must be missed out. A 
period must be spent in orthopedics, genito-urinary, 
surgical pathology, if such departments exist. 

According to the type of organisation of the depart- 
ment of surgery and the staff of professorial standard 
available, from two (only one professor) to ten (two 
professors and four associate professors) apprentices 
might be taken. The standard of these men must be 
very high. They should be honours-men at gradua- 
tion and preferably have one of the higher diplomas in 
surgery already. They must have done House Surgeon 
and House Physician appointments of at least six 
months in each post. The course should last six years. 
Satisfactory work, with satisfactory examination by 
practical and oral methods only with a thesis involv- 
ing original research, on a subject approved by the 
professor, should lead to the M.S. degree. The best 
apprentice, allround, might be specially rewarded by 
scholarship for a period to England, Europe, or 


a 


America, for further study and visiting foreign clinics. 
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Some provision for quarters and boarding in the 
hospital miglit be made in return for the work the 
apprentice will do. He might be provided with a 
small stipend called a fellowship, on the basis of the 
Mayo Clinic Fellowships approximately Rs. 150/- to 
Rs. He not be 
married, but must understand that nothing will be 
allowed to interfere with his work once he has taken up 


200/- per month. may or may 


a Fellowship and signed the bond. 


The program of work would be along the broad 
lines laid out below. All charges are of course held 
under the strict personal direction of the professor or 


chief concerned. 


First Year: Practical—He will have charge 
of all pathological material coming from the operating 
theatre. All gross and microscopic examinations will 
be made by him, and the reports issued by him for 
hospital record. The professor of pathology will direct 
him. He has charge of the experimental surgery labora- 
tory under direction of the professor. He will be held 
responsible for the general conduct of the laboratory. 
He will continue to work here as directed throughout 
the six years. 


Theoretical 


Lectures on, or discussion in, opera- 
tive technique, experimental advances, staff meetings, 
orthopedics, urology, gynecology, fractures, endoscopic 
methods, neuro surgery, chest surgery, hospital orga- 
These 
courses will be arranged to occupy a certain time 


nisation, teaching methods, history and ethics. 


throughout the six years. 

Research—The professor will allot the student a 
problem for experimental solution, in the first place, in 
order to train him in methods of attack upon such pro- 
blems. Later he may select a problem for work by 
Through- 
out the six years a certain amount of time will be de- 
art of the 
work should be purely clinical research requiring human 
study, much as Sir T. Lewis and his school have done, 
and Professor Wilson has done in Edinburgh. 


himself, with the approval of the professor. 


voted to research on some line or other. 


Teaching—He will teach under supervision in the 
surgical laboratory. 

Second Year: First 
Works as an assistant with charge, under supervision, 
of certain cases and beds in the fracture clinic. Second 
six months—General surgery. He will have beds under 


Practical six months— 
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team because I think it most important to teach the 
young doctor the value of an orderly instrument tray, 
and to impress him with the fact that many assistants 
are not required. All take part in the essential preli- 
minary preparations in order that they may know 
thoroughly the procedure of preparation for an opera- 
tion and may learn, by this personal effort, a sound 
aseptic technique before they come to work in the 
sanctum of the Human Operating Theatre. The next 
lesson obtained is one of responsibility and leadership, 
with a practical insight into the thoroughness and fore- 
sight necessary to successful accomplishment in these. 
Next, practical experience is acquired in anesthetic 
administration on a small mammal. Gentleness and 
accuracy are thus acquired, together with a certain 
amount of insight into the basic facts of anzsthesia,—a 
very sound start for the students’ later efforts in human 
anesthesia. 

Many simple proceedures will be learnt at once, 
e.g. sterilization of a syringe, perparation of saline solu- 
tion, giving hypodermic injections, etc. These are not 
taught at all in most modern courses of surgery, yet 
they form daily routine practices in the practical life of 
a doctor. Lessons in hemostasis, and in sepsis and 
asepsis are obvious, yet cannot escape the attention of 
the student, since he will depend upon his personal 
mastery of their control for the success of his practical 
work in this course. 


Having undergone such a preliminary course of 
theoretical and practical work, embracing as it does the 
principles of surgery with their practical demonstration 
by personal effort, the practical demonstration of physi- 
cal signs and the practical essay in history taking, a 
student could not help but be a well prepared dresser 
for a surgical ward, with a healthy respect for his 
responsibility and a very keen interest in his work and 
its possibilities. He is ready for action in wards or 
operating theatre, and the surgeon knows that he has 
attained a certain degree of safety in his aseptic tech- 
nique and can be trusted. 


THE PosTGRADUATE 


That the profession is responsible to the public for 
maintaining an adequate standard of guarantees as to 
the sufficient training of anyone wishing to practice 
tajor surgery is not denied by anyone, but a full realiza- 
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tion of the extent and meaning of such a responsibility 
does not seem to have dawned fully upon us as yet. 

The American College of Surgeons has a scheme 
whereby everyone who wishes to become a Fellow of 
the College is required to undergo a strict and extended 
apprenticeship after qualification. The Royal Austra- 
lasian College requires a strictly controlled apprentice- 
ship in addition to a higher surgical diploma of such a 
nature as to involve a Primary Examination in Anatomy 
and Physiology. 

In Europe there are no higher diplomas ; the would- 
be surgeon must commence as an Intern and find his 
way through all the stages of Resident, Resident 
Surgeon, Chief of Clinic, Assistant Surgeon, Surgeon, 


Chief of Service to Professor—if he can get so far. 
This means that without experience he cannot get 


anywhere, 

Yet, we go on reverencing as the hall mark of a 
surgeon a higher diploma involving at the best only 
six months as a House Surgeon and one years’ hard 
beok work. The number of men who rush off soon 
alter qualification to take such diplomas is increasing ; 
yet, the standing of the diplomas are gradually falling 
off—not rapidly but steadily—as more and more men 
realise that the acquisition of the diploma has done little 
more than give them a slightly better chance of obtain- 
ing some surgical appointment. Inwardly they know 
that they cannot hold a candle to the experience of some 
of their less qualified colleagues. 


The public, however, never was a serious judge of 
men, likes being humbugged, and loves a show of 
“letters behind the name”, which unfortunate attitude 
puts the possessor of a higher diploma, without much 
experience, in the difficult position of passing—sans 
vouloir—to be what he is not, and yet, placing him in 
such circumstances that he dares not attempt to learn— 
at least not openly. Such a position will quickly prove 
the of the man. Genius will 
survive most situations, but these beings are rare ; when 
one is in need of a surgeon it is one of the average men 
who is at hand, usually. 


destruction average 


It is my belief that postgraduate training of a 
very serious and practical type is lacking in our system 
of surgical education at present; that we are not carry- 
ing out our duty to the community if we allow this state 
of affairs to go on any longer; that it is the function of 
the Medical College and its Hospitals to provide for this 
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very necessary part of the education of a surgeon (or 
a physician for that matter); that it is the duty and 
responsibilty of the professor himself to undertake the 
direction of these important studies. 

Just as it is the professor's duty to solidly lay the 
foundation, so it is his responsibility to personally see 
to the setting up and perfecting of the main structure in 
all its beauty. 

The amount of experience necessary before it can 
be said that a surgeon has acquired judgment, and the 
close personal contact required between apprentice and 
master for the real education to take place, percludes the 
training of large numbers at a time in any one place. 
The whole process of turning out a well-trained surgeon 
must be gradual; he must have a good knowledge of 
pathology, physiology and anatomy. His powers of 
clinical diagnosis must be developed to a very high 
Operative 
technique must be developed to a very high standard. 
Above all he must develop what is called surgical judg- 


ment; this comes from | 


degree by a large and prolonged experience. 


laving diagnosed and operated 
upon a very large number of cases himself at first under 
guidance at every step, gradually being left to himself. 

The apprentice must be day and night in his work. 
He can afford to miss no case which may be admitted 
under the care of his chief. This means he must be 
resident in the hospital itself. 

No department of surgery must be missed out. A 
period must be spent in orthopedics, genito-urinary, 
surgical pathology, if such departments exist. 


wrganisation of the depart- 


According to the type of org 
ment of surgery and the staff of professorial standard 
available, from two (only one professor) to ten (two 
professors and four associate professors) apprentices 
might be taken. The standard of these men must be 
very high. They should be honours-men at gradua- 
tion and preferably have one of the higher diplomas in 
surgery already. They must have done House Surgeon 
and House Physician appointments of at least six 
months in each post. The course should last six years. 
Satisfactory work, with satisfactory examination by 
practical and oral methods only with a thesis involv- 
ing original research, on a subject approved by the 
The best 


apprentice, allround, might be specially rewarded by 


professor, should lead to the M.S. degree. 


a 


scholarship for a period to England, Europe, or 


America, for further study and visiting foreign clinics. 
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Some provision for quarters and boarding in the 
hospital might be made in return for the work the 
He might be provided with a 
small stipend called a fellowship, on the basis of the 


apprentice will do. 


Mayo Clinic Fellowships approximately Rs. 150/- to 
200/- He 


married, but must understand that nothing will be 


Rs. per month. may or may not be 


allowed to interfere with his work once he has taken up 
a Fellowship and signed the bond. 

The program of work would be along the broad 
lines laid out below. All charges are of course held 
under the strict personal direction of the professor or 
chief concerned. 
have 


First Year: Practical 


He will charge 
of all pathological material coming from the operating 
theatre. All gross and microscopic examinations will 
be made by him, and the reports issued by him for 
hospital record. The professor of pathology will direct 
him. He has charge of the experimental surgery labora- 
He will be held 
responsible for the general conduct of the laboratory. 
He will continue to work here as directed throughout 


tory under direction of the professor. 


the six years. 


Theoretical—Lectures on, or discussion in, opera- 
tive technique, experimental advances, staff meetings, 
orthopedics, urology, gynecology, fractures, endoscopic 
methods, neuro surgery, chest surgery, hospital orga- 
These 
courses will be arranged to occupy a certain time 


nisation, teaching methods, history and ethics. 


throughout the six years. 

Research—The professor will allot the student a 
problem for experimental solution, in the first place, in 
order to train him in methods of attack upon such pro- 
blems. Later he may select a problem for work by 
himself, with the approval of the professor. Through- 
out the six vears a certain amount of time will be de- 
Part of the 
work should be purely clinical research requiring human 


voted to research on some line or other. 


study, much as Sir T. Lewis and his school have done, 
and Professor Wilson has done in Edinburgh. 

Teaching—He will teach under supervision in the 
surgical laboratory. 


Second Year: Practical—First six months— 


Works as an assistant with charge, under supervision, 
of certain cases and beds in the fracture clinic. Second 
six months—General surgery. He will have beds under 
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one of the surgeons. He will supervise the work of the 
dressers on these beds. He will make his own histories 
and examinations of these cases, will carry out special 
examinations for these dressers, and be taught and per- 
form minor operation, whilst acting as first assistant 
in the operating theatre. 

Teaching—Assists as directed with the students 
fracture classes and the general surgical teaching. 

Third Year: First months—Orthopeedic 
wards and outpatients and theatres. He has charge of 
all the orthopedic cases under supervision. He directs 
the dressers, makes histories and notes, does major 
dressing and is responsible for the general care of the 
cases. He is first assistant at all orthopedic operations 
and is taught, and himself carries out such operations as 


six 


the surgeon or professor may give him. 

Second six months—Urological wards, outpatients, 
and theatres. Same duties as first six months. He 
assists in the teaching in these two departments as 
required and directed. 

Fourth Year: First six months—Gynecological 
department just as for the urological department alone. 


Second six months—General surgery again in the 
capacity of second chief assistant. He is responsible 
under the chief assistant for all cases admitted, for 
supervising the House Surgeon and dressers, for call- 
ing the professor to the more difficult or complicated 
cases; special examinations are his duty. He will act 
as second assistant to the professor and will be taught 
to carry out many major surgical operations under 
supervision. He will assist in the general teaching of 
the department. 

Fifth Year: First six months—As second six 
months of fourth year. General surgery thus has one 
year in the capacity of second chief assistant. 


Second six months—Promoted chief assistant for 
12 months. He now has complete charge, under the 
professor, of all cases. He is responsible for much of 
the organisation and teaching of the students. He is 
responsible for anything that may happen in the surgical 
wards. When given permission, as he will be very 
early in this year, he will carry on and perform most 
of the operations in the department. He teaches senior 
students surgical pathology and operative surgery. 

Six Year: First six months—As above for 
second six months. 
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Second six months—May elect to remain in 
general surgery, or to return to one of the departments 
including experimental surgery and surgical pathology, 
or to carry out a special clinical research in the wards, 
or make a study of one disease and its pathology, treat- 
ment, etc. 

Should, at any point in the course, the apprentice 
show signs of not coming up to the standard required 
of him, he will be told so and asked to cease the course. 

The method outlined will give experience, and re- 
peated experience, of similar types of disease, thus true 
familiarity with the common conditions will be had. 
The responsibility thrust upon the apprentice after his 
third year will make a surgical man of him, and give 
him confidence in himself. The personal training given 
is about the most valuable training it is possible to 
obtain. 

The method is not new; it is an adaptation of the 
French and German systems, and is much used in 
American schools of repute. It has been responsible 
for many famous schools of surgery, and has not so 
far been bettered. 


Tue Position IN INDIA 


The foregoing has been an attempt to lay out a 
really stimulating first class surgical teaching program. 
I am now going to examine simply the position in 
India with regard to surgical teaching and education. 
The contrast wiil be strong, and the criticism hard, but 
it is hoped that something better may come out of this 
rather severe analysis of the situation at present existing 
in India; that something may be done to stop the 
waste of clinical material, and to utilize it and to 
organise ourselves into better formation. Something 
may even be done to stop this mad premature rush to 
Europe and America, and England, to collect a sheaf 
of high sounding diplomas, and so alleviate at least some 
of the disappointment and disillusionment of those who 
return with their decorations, the glory of which rapidly 
fades under the stress of circumstances. The present 
war is an obstruction to the usual rush, and this oppor- 
tunity might be taken to develop ourselves. 

The teaching staff of the colleges and schools is 
admittedly poor, with one or two outstanding excep- 
tions. There may be many fine surgeons but there are 
very few, if any, brilliant teachers. The reasons are 
not far to seek: All the appointments in surgery are 


| | 
: | 
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part-time ones. Private practice is the great lure, and 
with the title of “Professor” how much more lucrative 
is it likely to be! There is no blame in this, the system 
allows it, and the individual would be ridiculous to miss 
his opportunity. The hospitals are mostly under- 
staffed, hence the amount of work—hospital and private 
—precludes the intense study and quiet contemplation 
required for a professor. Either from genuine lack of 
interest, or because of stress of work, none of the 
professors engage in regular scientific research. Pro- 
kably only one or two of the many men holding such 
positions, have had even the slightest training in 
scientific method, and hence are quite incapable of stimu- 
lating their students and colleagues or undertaking any 
work themselves. About the same number are genuinely 
interested and instructed in teaching and its modern 
methods. Those who have the gift, or the interest, 
have not the time to spend as they might wish. 

Full time professorships are an urgent necessity in 
this country; with these posts must go adequate staff 
and equipment. 


The education in the average place is little more 
than an intelligent and diligent student can get by 
reading his book. There is practically no cultural, 
ethical or historical background to the knowledge dis- 
pensed. The average student has the idea that as a 
doctor he will be in a position “to make some money” ; 
indeed that is the only reason for choosing the profes- 
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sion in many cases. To these factors is due much of the 
discontent and jealousy of the present day profession in 
India. 

Practical experience is poor as a student—his time 
is mostly taken up in learning the book. Yet once 
qualified there is such a mass of clinical material facing 
him that he would have to be a very highly trained 
practical student to be able to cope with it at all. Not 
having this training he becomes the usual type of 
empirical practitioner so common in this unfortunate 
land, often little better than the practitioner of one of 
the many other empirical or quack systems of treatment. 

Teaching as carried out is mainly didactic and de- 
tailed with consequent loss of emphasis on principles 
and their application—the basis of intelligent conduct 
in_ practice. 

This is a sad tale. Yet there is probably no other 
country in the world, at the moment, with so much 
clinical material available, and so little use being made 
of it, and so little effort apparent to move on and 
organise in order to use our opportunities, to make our 
students realize that here, on their own doorstep is all 
that they can wish for. 

Expenditure involved is very slight, it is mostly a 
question of setting one’s house in order. In any case, 
the amount of outlay would be returned hundred fold 
in the harvest of good doctors, and a “place in the sun 
of scientific achievement” for India, 


MARASMUS OR INFANTILE WASTING 


Y. N. AJINKYA, m.z., B.s. (Bom.), M.R.c.0.G. (Lond.), F.R.c.s. (Edin.), m.m. & (Lond. ) 


Tutor in Obstetrics and Gynecology, The National Medical College and 
Bai Yamunabai Nayer Charitable Hospital, Bombay 


All of us have seen varying degrees of wasting in 
infancy but the term marasmus is applied only to those 
extreme cases in which the body weight has dropped 
to about 35 per cent below the expected weight. 

Although grand titles like marasmus or arthrepsia 
have been given to this condition one must realise that 
it is only a symptom and a search must be made to 
discover the underlying causes though in a number of 
cases the causes are quite obscure. 


ZETIOLOGY 


In practice we find that the causative factors 
leading to this severe wasting fall into four groups: 

1. Congenital causes—Prematurity, congenital 
heart disease, pyloric stenosis, congenital syphilis. 

2. Improper feeding—Under-feeding, or over- 
feeding at the commencement or feeding with unsuit- 
able diet. 
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3. Defective hygiene—Uncleanly habits, heavy 
clothing, keeping the child wrapped up in a dark place 
where no free air can stimulate the skin, etc. 


4. Infection—Toxemia of new-born, pyelitis, 
otitis, broncho-pneumonia, latent empyema, syphilis 
may all produce a severe picture of wasting, though 
there might be no nutritional defects. 

It is obvious that any one of these factors may be 
sufficient to give rise to wasting and very often we may 
find combination of two or more of them responsible 
for the miserable condition of the child. Improper 
feeding and infection are closely interwoven. In some 
cases dyspeptic disturbances are complicated by infec- 
tion whereas in others infection is the primary disturb- 
ing factor. A careful study of the histories of these 
cases will usually give some clear indication of the 
origin of the wasting. 


BIocHEMICAL Aspect oF MARASMUS 


In recent years a great deal of investigation has 
been made into the biochemical aspects of marasmus. 
The three principal components of food, namely protein, 
fat, and carbohydrate are absorbed without much 
difficulty and once they are absorbed these are utilised 
quite economically to build up the tissues which shows 
that infantile marasmus is not due to any peculiar 
defect of metabolism. However, before the absorption 
and assimilation of the chief components of food, the 
food ingested must be digested and broken up into 
similar substances and it is this digestive capacity which 
is at fault in marasmic children. 

The Undigested Fat—The principal difficulty 
lies with the digestion of fat: the fat being not digested 
undergoes fermentation in the intestines and to neutra- 
lise the resulting fatty acids, calcium and even sodium 
and potassium salts are utilised for the formation of 
soaps. In this way both the fat and the calcium and 
sodium and potassium ions are lost to the body. Thus in 
marasmus we are dealing not only with dehydration 
but also with demineralization. If the fats cannot be 
digested the vitamins which for the most part are fat 
soluble are also lost. 

The Buffer Salts in Cow's Milk—In certain cases 
the wasting dates from the commencement of feeds of 
cow’s or buffalo’s milk. It is contended that the 
buffer salts of these milks injure the intestinal mucosa 
and decrease its normal secretion, but the evidence in 
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its favour is difficult to put forth. However, one thing 
is certain that these buffer salts of the milk nutralise 
the normal acid juice of the stomach and thus interfere 
with its digestive capacity. It is for this reason that 
one finds good clinical results when lactic acid is pre- 
viously added to the cooled milk in order to neutralise 
the buffer salts and thus spare the hydrochloric acid 
of the stomach for normal digestion. 

The Increasing Loss of Heat and the Mechanism 
of its Compensation—One of the most important effects 
of wasting is the loss of subcutaneous fat which besides 
being an agent to give rounded outline to the body 
served a very useful function as an insulating layer to 
prevent the loss of body heat. The result is that more 
and more surface heat is lost which can only be compen- 
sated by production of more heat. This can only be 
achieved by more efficiently digesting a sufficiently large 
amount of food; but since a marasmic infant cannot do 
that, it meets the increased demand for heat by burning 
up spare tissues of the body at first. The basal meta- 
bolism is raised above normal and when the weight has 
dropped to above 35 per cent below the expected weight 
the spare tissues will have been completely consumed. 
The essential tissue such as the muscle and viscera 
are then sacrificed and as these dwindle, the production 
of heat begins to fail, and the temperature falls below 
normal. The glycogen store of the liver is very much 
reduced and the fasting blood sugar is invariably low. 


CLINICAL PICTURE 


The greatest difficulty is in getting these infants to 
digest sufficient amount of food to counteract their 
excessive heat loss. <A slight increase in quantity of 
food or giving a food rich in fat to satisfy the needs 
of the body, produces diarrhcea and fever and more 
rapid loss of weight. A fully developed case presents 
a very miserable appearance and nothing is more 
pitiable than a grimace developing on the face of a 
marasmic infant. The face is pinched, the skin is 
wrinkled, toneless and hangs in folds on the extremities. 
The subcutaneous fat is lost to such an extent that the 
bony points stand out prominently and give the child 
an old, mummified appearance. The abdomen is usually 
distended but its walls are thinned so that the outlines 
of the coils of intestines are easily seen. The fontanelles 
if opened are sunken and the eyes appear large. Men- 
tally these children are very alert and sleep but little, 
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though the movements of the body are slow and in- 
frequent. The appetite is usually poor but occasionally 
ravenous. In the absence of complications the tempe- 
rature is 3 or 4 degrees below normal and the pulse is 
slow and small. Rigidity of muscles is a_ striking 
peculiarity and may cause confusion in diagnosis. The 
stools vary greatly. Death may gradually supervene 
from increasing weakness, but sometimes comes 
suddenly though the loss of weight may have been 
arrested or even when the improvement in weight is 
taking place. 


CoMPLICATIONS 


The vitality being greatly reduced various com- 
plications are likely to set in. Q&dema and purpura 
are the most common of them and tetany may also 
occur. Thrush, cancrum oris, otitis media, bed sores, 
abscesses, terminal broncho-pneumonia and diarrhoea 
may also add to the risks of a marasmic infant. 


TREATMENT 


In treating these cases the following principles 
should be aimed at: 


1. The underlying factor or combination of 
factors detailed in the ztiology must be searched for 
and put right without delay. 2. Side by side steps 
must be taken to minimise the loss of heat and the 
expenditure of energy. 3. Diet should be chosen 
consisting of high caloric values but one which at the 
saine time will not upset the already enfeebled digestive 
capacity. 4. Dehydration must be treated and the 
circulation stimulated. 


Nursing and Clothing—The marasmic infants need 
individual nursing more than any other type of sick 
children. It is very important to guard them against 
infection of all kinds. The child must be nursed in bed 
and kept warm and in extreme cases warm bottles 
should be placed beneath the blankets. The child 
should be disturbed as little as possible and most gentle 
handling is necessary though occasional changes of posi- 
tion will prevent congestion, bedsores, and infection 
by encouraging better circulation. The clothing 
should be as for a premature infant, the baby being 
wrapped in cotton wool over which a loose woollen 
jacket can be worn. The extremities must be perfectly 
covered and a flannel bonnet should cover the head. 
A pad of absorbent wool should replace the ordinary 


MARASMUS OR INFANTILE WASTING 


Vol. X. No.2 
NOVEMBER, 1940 


napkin so that the child is least disturbed after urina- 
tion or defecation. Much heat is lost by daily bath 
and hence these should be replaced by gentle rubbing 
with olive oil on alternate days. 


Diet—To an infant mother’s milk is the best food 
and if not sufficient a wet-nurse should be procured. 
Change over to artificial feeding may mark the turning 
point of the illness. Small feeds at frequent intervals 
should be given. 


In selecting artificial feeds the difficulty in the 
digestion of fat should not be lost sight of. Food 
should be calculated according to the expected weight 
rather than the actual weight. At least 70 to 80 calo- 
ries per lb. body weight are essential. Sugar which is 
as a rule well tolerated can be increaed up to as much 
as 12 to 15 per cent. Dextrimaltose is the best type 
cf sugar for these cases. High protein diet can be chosen 
to make up the calories and to minimise diarrhcea. 


Lactic Acid Milk—Skimmed cow’s milk to which 
lactic acid is slowly added in the proportion of 50 drops 
to a pint with added dextrimaltose, is the diet of choice 
next to a wet-nurse. The addition of lactic acid confers 
many benefits to the cow’s milk. (1) The proteins of 
the cow’s milk are in some way altered by the acid so 
that no thick casein curds are formed in the stomach, 
(2) It spares the hydrochloric acid of the stomach for 
efficient digestion by neutralising the buffer salts in the 
cow’s milk. (3) Calcium and vitamins are better 
absorbed in acid medium in the duodenum and the 
upper part of jejunum. (4) It enhances the antiseptic 
and digestive capacity of the stomach juices. (5) Since 
the casein curds are rendered more flocculent by lactic 
acid, mother can give undiluted milk so as to secure 
greater number of calories per feed. 


High protein milk can be prepared by adding 
protosol or cesac to skimmed milk and water mixture. 
It tends to diminish the number of stools in cases of 
diarrhcea. 

Some children thrive well on starchy foods. Milk 
and water mixture may be thickened with Benger’s or 
Mellin’s food, allowing two table-spoonfuls of the 
cereals for every pint of the mixture. 


Value of Banana Pulp—Banana pulp has been suc- 
cessfully employed as a form of feeding. Pulp of one 
ripe banana is given per day to older children. Banana 
is composed mainly of carbohydrates, as starch and 
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stigar and contain only a small amount of fat and pro- 
tein. It is also rich in vitamin B which has a beneficial 
influence on intestinal mucosa. The lagging weight 
curves shows a remarkable improvement when banana 

is substituted for some other starch food. 

Progress of the Case—The most valuable guide to 
the infant’s progress is its weight and this should be 
recorded every other day. Provided that the weight is 
increasing much attention should not be given to the 
type of stools passed but one must guard against the 
false rise in weight due to cedema. 

As the improvement progresses vitamin A, D and 
calcium should be given at first in concentrated forms ; 
but after two or three weeks it should be changed to 
half to one tea spoonful of codliver oil emulsion. This 
would serve as a useful means of reintroducing fat in 
the diet. Fresh orange juice should also be given even 
a little earlier. 


WHIG 


Vol. X. No. 2 
NOVEMBER, 1940 


Drugs—Drugs play very little part in the treat- 
ment of marasmus. Thyroid in small doses (1/10th 
of a grain) twice a day may help in accelerating the 
circulation. Insulin has been recommended by some 
authorities and may give a helping hand though the 
metabolism as we have seen is not primarily at fault. 
It should be followed by glucose-saline infusion, The 
latter is essential in dehydrated and toxic cases. These 
infants are benefited by being kept in an atmosphere 
containing increased oxygen. 


Blood Transfusion—Repeated transfusions of 2 or 
5 ounces of whole blood from suitable donors may 
cause sudden and rapid improvement, and hence should 
be given a trial. 


When the recovery takes place, it is complete ; and 
after a lapse of time it is difficult to recognise the child 
which had presented such a miserable appearance. 


CERTAIN ASPECTS OF ARTIFICIAL PNEUMOTHORAX TREATMENT 


K. L. WHIG, m.r.c.p. (Lond.), 
Mayo Hospital, Lahore 


Artificial pneumothorax, first introduced by 
Forlanini in 1888, began to be practised widely only 
after the last war and has now been in extensive use in 
various countries for a period of over 20 years. It is 
recognised, that pneumothorax, is one of the most im- 
portant advances in the treatment of pulmonary tuber- 
culosis, but medical opinion is not yet agreed on its 
indications. Hjaltested and Torning in an analysis of 
191 cases published as late as January, 1939, came to 
the conclusion, that the indications for this treatment 
are still very uncertain and cannot be elucidated by 
the present material. 

There are however certain types of cases, where, 
provided the pleural cavity is not found adherent, every 
worker is agreed that pneumothorax is the treatment of 
choice and must be done. In this category may be 
placed all unilateral cases with cavities—big cavities 
and even smaller ones if surrounded by fibrous tissue. 
It is true that some cavities especially those of recent 
origin have been known to heal, spontaneously without 
collapse. These are however the exceptions rather 
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than the rule. It is admitted on all hands that cavities 
unless collapsed, make the prognosis definitely worse. 
Thus even if the toxemia is under complete control, 
the risk of the spread to other areas of the lungs per- 
sists. As a matter of fact, rest to the diseased lung, 
relaxation of the diseased tissue and the collapse of 
cavities form the three basic principles on which collapse 
therapy is based. If it could be proved that most 
cavities can heal spontaneously, one of the chief justi- 
fications for collapse therapy will disappear. It must 
however be admitted that in the majority of chronic 
fibro-caseous and chronic fibroid cases, A.P. often fails 
due to adherent pleura and even when we succeed in 
giving some fills the collapse is ineffective on account of 
multiple adhesions. 

The second type of case in which A.P. is indicated 
is one of repeated and profuse hemoptysis. By 
collapsing the lung, we often close down a bleeding 
vessel. In unilateral cases it is easy to find out which 
side to collapse. Even in bilateral cases, where we can 
find out which side is bleeding, by the presence of 
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cavities or coarse rales etc., it is permissible to collapse 
that side, if other measures of checking this symptom are 
While A.P. is the most effective 
method of checking hemoptysis, it must be remem- 
bered, that in some cases it fails to do so, because 


not successful. 


either the cavity is not collapsing or the bleeding is 
In such cases, if two 
or three fills have been ineffective A.P. should be 
It is moreover not widely known that in a 
few exceptional cases A.P. may actually promote or 


occurring from the other side. 
stopped. 
start hemoptysis. In these the cavity is not collapsing, 
but by a pull on it some blood vessels have been over- 
stretched and torn. 

The third type of case which is suitable for this 
tvpe of treatment is one with an acute exudative lesion 
on one side. Collapse by A.P. gives it a much better 
chance for resolution and often checks the spread. The 
presence of certain complications again makes the use 
of A.P. treatment imperative. Diabetes and pulmonary 
tuberculosis make a bad combination. The prognosis 
however can be much improved by the use of an ade- 
quate diet balanced by insulin with the diseased lung 
collapsed by A.P. at the same time. Pregnancy if it 
has not been terminated within the first three months 
makes the use of A.P. essential, as a collapsed lung can 
stand the strain of labour much better than a fully 
working lung. Disease starting during childhood, takes 
an acute and a fatal form, unless the diseased lung is 
collapsed. 
culous laryngitis the early use of A.P. treatment for the 
A_ pleural 
effusion complicating a case of pulmonary tuberculosis 
should be replaced by air and then A.P. treatment con- 
tinued, as otherwise pleural surfaces become adherent 
und then if A.P. is needed later on, it is impossible to 
induce it. 


In certain complications like early tuber- 


diseased lung is extremely advisable. 


A problem however arises when a subacute type of 
case presents slight symptoms and a small patch of early 
infiltration in one lobe. Admittedly these cases do well 
A wide difference of opinion 
exists about the advisability or otherwise of inducing 
A.P. in such cases. The conservative view is to wait 
for a period and try sanatorium treatment and induce 
pneumothorax only if it does no good. There are, 
however, many strong advocates of inducing A.P. in 
Myers (1935) states, 
“No matter how small the lesion, it is none too early to 


under general treatment. 


minimal pulmonary tuberculosis. 
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institute artificial pneumothorax. To wait until the 
disease has become extensive, cavities have formed, 
adhesions are binding the lung at least in part to the 
chest wall, is just as ridiculous as to wait until the 
appendix has ruptured before performing an appen- 
dectomy.” Morriston Davies (1933) states that ‘More 
recently the disturbance and delay which may be 
occasioned by complications such as pleural effusions 
have led him to give these patients a reasonable oppor- 
tunity of showing their capacity to heal by sanatorium 
treatment alone.” 

The case for inducing pneumothorax in minimal 
lesions may be stated as follows :—If this treatment is 
good for moderately and far advanced cases, it will be 
ail the more useful for early cases. If the sputum was 
negative it will keep it so and if it was positive A.P. 
will render it soon negative, thus minimising greatly the 
dangers of extension in his own lungs and the risks to 
other members of his family. Moreover the chances 
of finding a free pleural cavity are much greater in these 
cases, and these will get progressively lessened the 
longer we wait. The opposite case may be stated as 
follows :—If we can arrest the disease by the sanatorium 
treatment why should we expose the patient to the risk 
of certain complications which accompany the pneumo- 
thorax treatment? 

In my opinion the question really hinges itself upon 
the frequency, significance and importance of effusions 
which form the commonest and the most important com- 
plication of this form of treatment. The other compli- 
cations of the treatment, viz., shock, air embolism, con- 
tralateral spread, pneumoperitoneum, puncturing blood 
vessel, spontaneous pneumothorax, surgical emphysema, 
mediastinal displacement and pleural hernia, are either 
far too uncommon or far too insignificant in their ulti- 
mate effect upon the progress of this treatment and 
prognosis of the case to affect the decision about the 
advisability of A.P. in early cases. I may say that if 
effusions were not such a common complication of A.P. 
treatment, I would not hesitate to do A.P. in any uni- 
lateral case howsoever early it may be. 

The figures about the frequency of effusions, from 
different sources vary a lot—from 30 per cent to almost 
100 per cent. The consensus of opinion is that they 
occur in about 50 per cent of cases, if we include all 
cases with even the slightest obliteration of the angle as 
revealed by the x-ray. In our cases if we include all 
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cases in which A.P. was continued for a period of at 
least 3 months, irrespective of when it was stopped after 
that period, the frequency of effusions was 33 per cent 
of all cases. However, out of these cases who had 
A.P. fills for a period of over 6 months, 47 per cent 
developed effusion. Out of these continuing for over 
a year, 55 per cent developed them and out of those 
having it for over 2 years, 66 per cent developed 
these exudates. In the majority of cases, how- 
ever, they develop within the first three months, and 
after the first six months, the rate falls very low, and the 
percentage looks very high in those continuing A.P. 
for over a period of 2 years because only a comparatively 
small number of cases out of those started on this 
treatment, for one reason or another actually continue 
this treatment for so long. 


It is true that when effusion forms there is nearly 
always an acute rise in the temperature. This rise 
lasts for at least 2 to 3 or 4 weeks and then gradually 
comes down, unless the effusion turns purulent, which 
happens in less than 5 per cent of cases. One sequel 
however results in about 50 per cent of the cases if the 
effusion forms and it is that the effusion leaves an 
adherent pleuritis, which later on obliterates gradually 
the pleural cavity and thus ultimately makes the con- 
tinuation of A.P. treatment impossible. But after all 
even in these cases the patient is left no worse off than 
where he started, and often better on account of the 
control of disease for many months—depending upon 
the period for which A.P. was continued—while in 
others, the treatment and .the control of the disease 
continues. It may be enunciated that if the lesion is 
minimal, and the patient can afford sanatorium treat- 
If on the other hand the 


ment it is given a trial. 
patient is poor, and can afford only a short absence 
from work, A.P. is indicated without any delay. If 
we however restrict this useful method of treatment in 
unilateral cases, the result will be that in this country 
where patients reach the doctor generally in an advanced 
stage a very small number of patients will be fit for this 
treatment. The treatment is however applicable in 
a large number of bilateral cases. When the disease 
on the less advanced side is limited, and not of the 
spreading acute type, A.P. should be done on the more 
advanced side. While there is a possibility that the 
disease on the comparatively sound side may spread, 
we find more frequently that the disease on this side 
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begins to clear up owing to increased resistance as a 
result of diminished toxzemia. It is however advisable 
in these cases to start the use of gold in combination 
with A.P. treatment to diminish the chances of spread 
on the less advanced side. 


With pneumothorax it 
successful only when you can get a selective collapse of 


regard to bilateral is 
the desired areas and especially the collapse of cavities 
on the two sides. <A fair amount of collapse can often 
be obtained on both sides, without any discomfort to the 
patient and it is as a matter of fact often surprising 
to see that the patient can walk about without being 
Obviously the treatment succeeds when 
I have 
found this treatment of special benefit in one particular 
type of case. When you are keeping one side collapsed 
and a fresh exudative lesion appears on the opposite 
side, the collapse of this new lesion checks its spread, 
arrests it and is of extreme benefit. At this stage as 
there are generally no adhesions on the side of the 
fresh lesion a selective collapse can be obtained. 


breathless. 
only limited areas on both sides are diseased. 


There are broadly speaking two main techniques 
used for bilateral collapse. One is to start the collapse 
on both sides at the same time and gradually secure 
a selective collapse. The other is to collapse one side 
and obtain a selective collapse there and then start 
collapsing the opposite side. The third type of bilateral 
collapse in which one side is kept collapsed for a year 
or se and then is allowed to expand and then the other 
side is collapsed is really not a bilateral collapse, but 
should better be termed successive unilateral collapse. 
Bilateral collapse, of course, requires constant radio- 
graphic control. Widespread disease in both the 
lungs, pleural complications, intestinal tuberculosis, 
advanced tuberculous laryngitis and a failing heart are 
strict contraindications. These patients are dependent 
upon their tidal air and have no reserve air and are 
incapable of anything more than a mild exertion. 
Spontaneous pneumothorax occurring as a complica- 
tion in bilateral pneumothorax leads to very distressing 
symptoms. 

The final result very often depends upon the state 
of collapse. In some cases only partial, especially if 
selective, collapse is necessary to check the symptoms 
In others complete 
collapse is necessary to achieve this result. In all 
the diseased area and especially the cavities have 


and render the sputum negative. 


cases 


to be 


| 
| 
: 
SARS 
A 
- 


JOURNAL 
I. M.A. 


kept collapsed. If cavities remain potent, even if 
clinical improvement occurs the sputum is likely to 
remain positive and so the danger of recurrence 
remains. 

When collapse with A.P. is started the type of 
collapse resulting therefrom varies a lot in different 
cases. First of all no collapse may be possible, as due 
to completely adherent pleura, it may not be possible 
to introduce any air. This happens in about 20 per 
cent of all cases in which A.P. is undertaken. There 
is generally no sign—clinical or radiographic which can 
tell us beforehand as to whether it will be possible 
to introduce any air or not, and the only real test is the 
needle, though one can say as a generalisation that the 
chances of success are brighter in early cases and very 
remote in the chronic fibroid type of cases. 

In other cases, it is found, that the air does go 
into the pleural cavity, but when an x-ray examination 
is done after a few fills, while the healthy portion of 
the lung has collapsed the diseased area remains 
adherent to the chest wall. This is called the contra- 
selective collapse, and is, generally speaking, of no use 
and has to be abandoned. In others the diseased and 
the healthy areas both collapse, but a portion of the 
diseased area remains adherent. 

In still others the diseased area does collapse, but 
long and stretched adhesions bind certain portions of it 
to the chest wall. 
adhesions there is a patent cavity. 
may be one or two in number or multiple. 


Very often just at the base of such 
Such adhesions 


Finally there are cases in which the pleural cavity 
is free from all adhesions, and in which all the cavities 
close down and a completely satisfactory collapse 
results. The percentage of such cases amongst the 
total in which collapse therapy is attempted is not more 
than 30-40. 
good collapse was maintained for at least a period over 


Out of these of our cases in whom a 


6 months, almost 80 per cent could be placed in the 
category of arrested or much improved. Out of these 
showing unsatisfactory or contra-selective collapse— 
but in whom the collapse was all the same maintained 
for a period of 6 months or so only 45 per cent showed 
similar results. The results, of course, also depend 
upon the stage of the disease in which treatment was 
started, but these two groups are likely to contain an 
equal proportion of the various types and stages of the 
disease, as the indications for collapse therapy in these 
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two groups were the same. Similar results were found 
in the changes produced in sputum by the collapse 
therapy. Out of cases with good collapse, 80 per cent 
had their sputum rendered negative, while out of those 
with unsatisfactory collapse in only 50 per cent did the 
sputim become negative in a period of 6 months. 

This difference between the results in cases of good 
collapse and unsatisfactory collapse, to my mind reflects 
truly the measure of superiority of collapse therapy over 
general treatment without collapse therapy. By the 
operation of closed intrapleural pneumolysis, many an 
unsatisfactory collapse can be rendered satisfactory, by 
closing the cavities being kept patent by the adhesions. 
Alexander thinks that less than 25 per cent of cases 
undergoing A.P. treatment are suitable for this opera- 
tion but other authors put the figure at a higher level. 
It is obvious that you cannot cut an adherent lung, 
you can only cut lengthened adhesions. Some of these 
adhesions have a fairly broad base, and the lung tissue 
runs into their substance upto a fair extent. These are 
difficult and somewhat dangerous ‘to cut. Some 
surgeons prefer to cut the parietal pleura around such 
broad adhesions. It is generally agreed that adhesions 
less than 2 cm. in length are only exceptionally suitable 
for cutting. If round or oval only those about 1 cm. 
in diameter or less can be cut. I might however say 
that while the screen and the skiagram give us some 
idea about the width and operability, number and posi- 
tion of the adhesions, the real position is found out only 
after thoracoscopy. 

There is some difference of opinion about the 
indications of these operations. The object is to turn 
an unsatisfactory collapse into a satisfactory one and 
very often to collapse a cavity. A hanging cavity is of 
course an essential indication for the division of 
adhesions. [Everybody is agreed that if a cavity remains 
patent, or the sputum remains positive, or some 
symptoms persist owing to the unsatisfactory nature 
of the collapse of the diseased area, an attempt should 
at any rate be made to cut the adhesions, unless it be 
obvious from the skiagram that the adhesions are 
inoperable. Recurrent hemoptysis from the diseased 
area and severe reactions after A.P. fills form addi- 
tional indications. Pneumothorax, with a positive 
pressure must be kept up for a period of 3-4 months 
to attain this object before it is decided that a good 
collapse is impossibie without pneumolysis. An earlier 
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operation is however permissible if some complication 
like hemoptysis from a _ cavity necessitates it. 
Hjaltested and Torning however in a recent analysis 
of the late results of A.P. cases, came to the conclusion, 
that the remote results are definitely inferior in those 
cases, in which the adhesions were not divided, even 
though these adhesions did not affect in any way the 
immediate results. They advocate that all such 
adhesions, however, innocuous they may seem should 
be divided and the pleural cavity rendered free of them. 


The commonest complication is the formation of 
effusions. The majority of such effusions is serous in 
character. Just as in the case of A.P. they get 
absorbed after an interval and leave no sequelae. Some 
of them may however persist and result in obliterative 
pleuritis. effusions are common in cases in which the 
temperature and the B. S. R. rate are high, in which 
the disease is more advanced and in which visible 


tubercles are present over the pleural surfaces. 
Surgical emphysema is again a very common 


phenomenon after this operation, but is generally speak- 
ing of no significance, except that the next refill of 
A.P. has to be given soon. 


It must however be understood that two serious 
complications are possible, though luckily they are not 
common. One is pyopneumothorax either tuberculous 
or sometimes of a mixed nature. This complication is 
best avoided by cutting the adhesion as near the parietal 
pleura as possible, and very much away from the vis- 
ceral pleura as that area is likely to contain some lung 
tissue which if cut is likely to produce the above result. 
Hemorrhage, immediate or somewhat late is a 
potential danger of this operation though with the 
modern technique of electrocautery or diathermy or 
both it occurs in only about 2 per cent of cases. In 
those cases in which it has been possible to cut all the 
adhesions a satisfactory collapse is obtained in aboui 
70 per cent of cases. Figures of various authors about 
the percentage of cases in which divisions of all the 
adhesions were possible vary to a large extent. 
Edwards and Lynn (1935) succeeded in doing that in 
34 per cent of cases operated upon. Where only partial 
and 


division of adhesions was possible in their cases 
those formed 55 per cent of the total—a satisfactory 
collapse was obtained in only 28 per cent. The result 
in such cases, i.e. where only some of the adhesions 
have been cut, depends a lot upon the position of the 
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remaining adhesions and their relation to the cavities. 
Thus these authors think, that if lateral adhesions are 
cut off and the cavity is subclavicular, the medial sub- 
apical adhesions do not interfere with the collapse, while 
medial apical adhesions and apical symphysis interfere 
a great deal and very often prevent its collapse. The 
general consensus of opinion is that in an early case 
without cavities collapse should be kept up for a period 
of at least 3 years, and in patients with a definite cavity, 
this must be kept continuously collapsed for a period 
of at least 5 years. On the other hand, I have heard 
it said by one of the best authorities in India, that a 
collapse for one year is often enough, that a collapse 
for 2 years should be the maximum period, for which 
it should be kept; that this period is enough for closing 
the cavities, and that a collapse for a longer period is 
harmiul for the re-expansion of the lung. 

Many patients in 
whom the lung re-expands after a year for one reason 
commonest of which is adherent 


My own experience is this. 


or another—the 
pleurisy starting with or without effusions remain well, 
but many of them—show relapses, i.e. the symptonis 
return and the sputum becomes again positive. If 
however the collapse is kept up for a period of three 
years or so the relapses provided there has been no 
extension on the opposite side, are rather rare. It is 
obvious that the time for which collapse is to be kept 
depends a lot upon the extent, their character— 
especially the presence or absence of big cavities 
the chronicity of the lesions existing at the time of the 
induction. 
to be kept should be dated from the moment of 
achieving a satisfactory collapse—which means in the 


and 


Moreover the period for which collapse is 


cases containing cavities, their complete closure. 

There are some patients however, in whom there 
is a definite cause for some symptoms when A.P. is 
stopped. The visceral pleura has become so thick that 
the jung fails to re-expand. 
the pleural cavity, and the production of a vacuum 
thereby leads to a pull on the mediastinum and a stretch 
on the lung tissue. In such cases either A.P. has to be 
continued or replaced by some other method of collapse 
therapy like oleothorax or thoracoplasty. 


The absorption of air in 


One precaution should, however, always be taken 
when it has been decided to allow the lung to re-expand. 
The lung should be allowed to re-expand slowly. Pro- 
duction of high negative pressure during that process 
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should be avoided, by giving proper amounts of refills 
and their proper spacing. Frequent fluoroscopic 
examinations should be done. If during this re- 
expansion process there is a return of symptoms the 
lung should be recollapsed. This gradual re-expansion 
prevents the tearing up of fibrous tissue which may 
occur if re-expansion is quicker and moreover keeps up 
the possibility of recollapse which it is impossible to 
procure if the lung has been allowed to re-expand fully 
and thus form adhesions between the visceral and the 
parietal pleura. It may however be said that in the 
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majority of cases controlled re-expansion and mainten- 
ance of A.P. for such long periods are more or less 
theoretical questions. In a large number of patients 
under A.P. treatment, before they have completed such 
a long period of treatment, obliterative pleurisy either 
as a result of previous effusion or without this com- 
plication, supervenes and gradually closes up the pleural 
cavity inspite of all efforts. In some of these cases 
however the period of collapse can be lengthened for 
another six months or so by converting A.P. into an 
oleothorax. This, in my opinion, is now-a-days the 
only real indication for oleothorax. 
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BABINSKI PLANTAR RESPONSE 


P. N. LAHA, .B., B.s. 
Prince of Wales Medical Colleye, Patna 


Joseph Babinski of Paris described this pheno- 
menon, hence it bears his name. There is probably no 
single abnormal physical sign obtainable on examination 
of the nervous system more important than this 
phenomenon. 


On stroking the sole with a pin, normally a plantar 
movement of the big toe ensues. In certain conditions 
an extensor—viz., dorsal movement occurs (sometimes 
accompanied by a spreading movement of the other 


toes—"signe de leventail”). This extensor response 


(also called inversion of the plantar reflex) is called 


sabinski plantar response or more commonly Babinski's 


sign. To elicit this sign the sole is stroked in a forward 
direction both along the lateral and the median border. 
The pathological extensor response is more easily 
elicited from lateral part, the normal from the median 
part. In physiological terminology, a nociceptive 
stimulus is the most efficient stimulus in eliciting this 
phenomenon. 

A doubtful extensor response may be rendered 
definite by a hypodermic scopolamine injection (0°25 to 
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0-5 milligramme). According to the investigations 
of Dr. Ludemann the maximum effect after the injec- 
tion of scopolamine is obtained in one to two hours. 


PHYSIOLOGY 

It is a cutaneous reflex. The normal plantar reflex 
with flexor response has probably a cerebral reflex arc, 
the efferent part of which is the pyramidal tract. The 
afferent path is not exactly known; it may be a double 
path. Probably uncrossed centripetal fibres in the 
posterior columns of the cord (crossing in the medulla 
oblongata) form the main part of the efferent part 
of the reflex arc. When this arc is affected a purely 
spinal reflex mechanism (‘spinal short-circuiting” ) 
brings out the extensor response, which is the original 
and in the first year of life the normal response. For 
any movement whatsoever to occur, the local reflex arc 
through the upper sacral segments must be intact; if 
however, the normal cortical control exercised through 
the pyramidal tracts be impaired the normal plantar 
flexion of the great toe is replaced by plantar extension, 
or more properly by dorsi-‘lexion, Any lesion of the 


> 
> 
> 
J 


JOURNAL 
I, M. A. 


pyramidal paths above the level of the sacral segments 
of the cord will convert the normal plantar flexion into 
abnormal dorsi-flexion, i.c. the Babinski's sign. If this 
response is compared with the “flexor” or withdrawal 
reflex of the spinal animal it is found to be identical 
with it in every respect. The reflex depends upon the 
integrity of the spinal centres at the levels of L. 5, S. 1 
This sign is really a “fractionated flexor 
reflex”. It illustrates the general law—'release of 
function of the nervous system”. When the higher 
centre is destroyed the lower centres are released and 
exhibit their independent and more primitive activities. 
It is a with- 


and S. 2. 


The significance of this reflex is clear. 
drawal movement, a defence reflex, to remove the limb 
from an injuring force. All the muscles which are 
contracted in the flexor reflex are called physiological 
flexors; the antagonists (which contract in the 
“extensor thrust” reflex) are the physiological ex- 
tensors. It should be particularly noted that the dorsi- 
flexors of the ankle are the physiological flexors in that 
region. The normal plantar reflex is a reflex which 
only appears with the development of the pyramidal 
tracts and replaces the more primitive reflex. 

Reference must be made to some confusion that 
exists in the nomenclature. The reflex is often called 
the extensor response. It is not a suitable name, 
because the muscles which dorsiflex the great toe are 
physiological flexors. Just like other reflexes this reflex 
also has the following anatomical and physiological 
components : 

1. The receptive field—Each reflex has its own 
peculiar receptive field or reflexogenous zone which 
may be purely cutaneous, may be wholly in the deep 
structures, or may include both the areas. In this 
reflex when the response is fully developed, the recep- 
tive field may be very wide and include the skin and the 
deep structures of the limb upto the lower third of the 
Scratching, pricking, pinching, or deep stroking 
The threshold 


thigh. 
within this area will suffice to elicit it. 
of stimulation is lowest over the outer half of the sole, 
where the response is most easily obtained. 


2. The stimulus—For each category of reflex 
there is a specific variety of stimulus, the ‘adequate 
stimulus’. In the reflex in question it is deep pressure 
or painful cutaneous stimulation. These two essential 
elements are, according to Strumpeil, “zeitliche und 
ortliche summation”, 
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3. The muscular response—It is co-ordinated in 
character. 


OprpENHEIM’s, GorRDON’s AND CHADDOCK’s SIGNS 


They have each 
Babinski’s sign. These observers found that a parti- 
cular region of the limb gave on stimulation a Babinski’s 
sign. 

_ Oppenheim’s sign consist in a dorsal movement 
of the great toe in response to deep stroke along the 


described substitute for 


median border of the tibia. Gordon's sign consists in 
a dorsal movement of the great toe in response to 
pinching of the calf muscles. 

Chaddock’s sign consists in a dorsal movement of 
the great toe in response to deep stroking below the 
external malleolus. These different signs are really 
the same as the Babinski’s sign. Within the wide area 
of the reflex the stimulation of the skin, subcutaneous 
tissue, muscle and bone produce this phenomenon. It 
must be borne in mird that in all these manceuvres only 
a single response is obtained, elicited from different 
parts of a wide receptive field, and the description of 
these manceuvres as separate reflexes has nothing to 
commend it. 


DIFFERENT TYPES OF RESPONSE 


The muscular response is never limited to dorsi- 
flexion of the hallux, though in many instances this 
may be all that is easily noticeable. All the flexor and 
dorsi-flexor muscles of the limb respond by contraction 
and their antagonists by reciprocal innervation. Thus 
there may be: (a) Dorsiflexion and separation of the 
toes. (b) Dorsiflexion of the foot. (c) Flexion of the 
limb at the knee and hip. (d) In a maximal contrac- 
tion the whole body may go into quick powerful 
flexion. (¢) In even the minimal response a finger 
placed over the hamstrings tendons behind the inner 
aspects of the knee reveals a palpable contraction of 
the muscles. 


CLINICAL SIGNIFICANCE 

Babinski’s sign occupies a position of its own, 
however, in that its abnormality when present is not 
in the direction of an increase or decrease of the normal 
movement of the great toe but is a qualitative alteration 
in the direction movement. Its extreme practical 
importance consists in the fact that it is a virtually 
constant index of interruption of the pyradimal tract, 
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This interruption may be physiological, transient or 
structural. 

Physiological: According to Bersot and Lantue- 
joul, the plantar reflex is at birth flexor, but very soon 
becomes extensor. In the first eight weeks 92 per cent 
give extensor response ; in the first year 77 per cent, and 
in the second and third years 5 per cent. The extensor 
response becomes normal flexor response with the deve- 
lopment of the pyradimal tract. In the young children 
the plantar response has a limited diagnostic value. 
During sleep the normal plantar response is absent 
and is replaced by the Babinski’s sign; this is regarded 
as showing that the discharge from the motor cortex is 
in abeyance during sleep. 

Transient response: This may be obtained when 
the function of the pryradimal neurones is interfered 
with in the absence of structural lesion. Thus it may 
be present in certain etiological varieties of coma. It 
is found in: (a) the stage of flaccid coma that ensues 
upon a convulsion of a major epileptic fit, and in the 
coma of certain intoxications e.g. coal gas poisoning, 
barbiturate poisoning, morphine and opium poisoning ; 
(b) delayed chloroform poisoning; (c) acute yellow 
atrophy of the liver; (d) hypoglycemic, though not in 
diabetic coma. The presence of bilateral Babinski 
plantar response in a comatose does not necessarily 
indicate the presence of a structural nervous disease. 

Organic causes: Diseases involving the pyramidal 
system in any part of the course from the cerebral 
cortex to the lower levels of the cord leads to the 
development of the Babinski’s sign. Babinski’s sign is 
present in the following diseases: Disseminated 
sclerosis ; Friedrich’s ataxy ; Degenerative lesions of the 
cord following myelitis, infective or syphilitic ; Tumours 
of the brain of the opposite side ; Cerebral hemorrhage : 
Hydrocephalus as a result of long continued ventricular 
distension causing degeneration of the pyramidal tract ; 
Suppurative encephalitis where presence of an extensor 
response with absence of the abdominal reflex on one 
side, or any aphasic sign are important indices of 
temporal lesion ; Little’s disease ; G.P.I.; Tabes dorsalis 
—in it the plantar reflex is normal; it is sometimes 
absent when the sensory loss is severe; in cases where 
sclerosis of the pyradimal tract exists as a complication 
the response is extensor; Syringomyelia; Subacute 
combined degeneration; Progressive muscular atrophy. 
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When in peripheral paralysis (e.g., Poliomyelitis) 
the short flexor muscles of the toes (flexor hallucis 
brevis, abductor hallucis, and adductor hallucis) are 
paralysed, while the extensors are intact, the plantar 
reflex gives an extensor response. Dr. Monrad-Krohn 
with Dr. Lossius described two such cases in 1921. In 
1938 Laignel-Lavastine and Mehnot also described this 
inversion of peripheral origin. 


With the exception of the above mentioned 
response, the dorsal response of the plantar reflex may 
be said to be a very reliable indication of pyramidal 
lesion. On the other hand it cannot be claimed that a 
normal response of the plantar reflex necessarily means 
that there is no pyramidal involvement. Monrad-Krohn 
has shown that in amyotrophic lateral sclerosis the 
plantar response sometimes remain normal. 


PROGNOSTIC VALUE 


The optimal region of the reflexogenous area is 
for the inverted plantar reflex to be found along the 
lateral border of the planta, from this region the 
inverted reflex is most easily elicited. For the normal 
plantar reflex the corresponding optimal region is found 
along the median border of the planta. Where in conse- 
quence of a mild pyramidal lesion the long reflex arc 
of the normal reflex is impaired, yet not entirely put 
out of action, there will be a rivalling between the two 
reflexes usually with the result that either of them is 
elicited from its own optimal region; a stroke along 
the lateral border of the sole will elicit an extensor 
response, while a stroke along the median border of 
the sole will elicit the normal plantar response. The 
finding then as a rule signifies a less severe pyramidal 
affection than does an extensor response elicited from 
the median border as well as from the lateral border of 
the sole. It has to be pointed out, however, that this 
parallelism between different degrees of inversion of the 
plantar response and the pyramidal involvement is by 
no means constant and complete. There may be cases 
of severe paralysis of pyramidal type, in which only 
“the lateral plantar reflex” will give an extensor 
response, “the median plantar reflex” will be normal. 
On the other hand there may be cases with little or even 
no appreciable motor loss with inversion of both the 
median and the lateral plantar reflexes. 
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INDIA 


—ITS SIGNIFICANCE AND DIFFICULTIES 


B. CHATTERJI, m.3., m.sc., 
University College of Science, Calcutta, and Physiological Standardization Laboratory, 
Bengal Chemical & Pharmaceutical Works Ld., Calcutta. 


With the enactment of the Drugs Act (1940) in 
the Central Legislature the question of standardization 
of drugs in this country by a physiological process has, 
amongst other things, come to the forefront of the 
medical profession. It is time, therefore, that the 
general practitioners are initiated in the ‘mysteries’ of 
this process. The word ‘mysteries’ has been used 
advisedly here, for, however uncomplimentary it may 
sound, the majority of us, practitioners I mean, has a 
woefully vague notion about it. The writer has met 
medical men, eminent in their own lines, who frankly 
confessed their distrust of the data obtained from 
animal experiments. On the other hand he has 
come across people who think that physiological assay 
is in no way different from the ordinary chemical 
analysis of drugs. In other words the latter group has 
an idea that the active principles of drugs, like digitalis, 
pituitrin, adrenalin, etc., are measured in some such 
manner as say, sodium in a given quantity of sodium 
chloride. 

Unfortunately, however, things are different. For 
only those drugs whose active principles cannot be 
ascertained by any chemical means are assayed by 
taking into account some biological reactions they 
produce in experimental animals. But the reactions 
being BIOLOGICAL are subject to variations. “They 
vary in the first place because of the variation 
of animals treated in exactly the same way in one 
laboratory; they vary in the second place because of 
the variation in the mean response of stocks of animals 


66 


in different laboratories” (Burn). The apparent hope- 
lessness of the position has, however, been met to a 
certain extent at least by performing parallel experi- 
ments, identical in all poossible details, with some suit- 
able Standards. Thus the introduction of Standards 
has made comparative methods possible, for every bio- 
logical estimation of an unknown sample has now 
become a comparison with a Standard to see how much 
stronger or weaker it is. Nevertheless if one expects 
that these biological results will be as precise and accu- 
rate as the chemical assays, he will have to be disillu- 
sioned. For after all, these methods are empirical and 
there cannot be any mathematical precision. 

Let me illustrate the points. For digitalis, the 
National Institute for Medical Research, London, 
distributes a “Standard Digitalis Powder” in sealed 
ampoules. A tincture or infusion, as the case may be, 
is prepared according to the instructions given in the 
British Pharmacopeeia. It is then diluted with 0-9 
per cent saline and injected at a constant rate into the 
femoral vein of a number of cats (non-pregnant and 
non-lactating), anzesthetised some hours previously. 
Simultaneously the blood pressure is recorded from the 
carotid artery and the end-point determined when the 
sharp drop in the blood pressure indicates that the con- 
centration of digitalis in the heart muscle has stopped 
it in systolic contraction. The strength of the 


unknown sample of digitalis is next ascertained in a 
similar way and the result expressed as a percentage 
Finally 


of the potency of the Standard preparation. 
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the sample is considered satisfactory if it does not 
differ from the Standard by more than 25 per cent. 

Now, it will be quite obvious that under the 
circumstances there are several potential sources of 
experimental error, such as: 1. Preparation of 
Standard tincture or infusion. 2. The number of cats 
and their state of health. 3. Anesthetic used. 4. Inter- 
val, between administration of anesthetic and actual 
experiment. 5. Time allowed for disappearance of 
symptoms of shock due to operation. 6. Variation of 
end-points in different cats of a particular series. Of 
course, one might easily argue that as the object is 
simply to compare two preparations so as to state their 
relative potency and further as the sources of error are 
likely to be common, the results obtained are fairly 
dependable. As a matter of fact they are. But the 
difficulty arises when such preparations are re-assayed 
in some other laboratory with even slightly different 
technique. 

A brief discussion will make the position clear. In 
case of tincture, the Standard prepared from the 
“Standard Digitalis Powder” in one laboratory may 
vary in strength from that prepared also from the 
“Standard Digitalis Powder” in another laboratory. 
It will depend on the factors, like grade of alcohol 
used, time allowed for percolation, etc., and conse- 
quently the results of the same compared tincture will 
vary from laboratory to laboratory. In my experience 
it has happened often in the past and will happen again 
and again in future if in the preparation of the Standard 
itself a uniform method is not followed in all the analys- 
ing laboratories. 

My second point is that the number of animals 
(cats) and the state of their health considerably in- 
fluence the lethal dose, the endpoint of the experiments. 
The Pharmaceutical Society of Great Britain, official 
testing laboratory for the United Kingdom, prescribes 
five cats (non-pregnant and non-lactating and weighing 
between 1700—2700 Gms.) for the Standard and five, 
similar ones, for the sample and advises to take a mean 
value of the endpoints. Admitting that once the 
potency of the Standard is determined it can be safely 
used for comparison for a long subsequent period, the 
question of securing five healthy, non-pregnant, non- 
lactating cats of requisite weight for each sample of 
digitalis preparations becomes itself a formidable one, 
particularly in this country where cat is still considered 
sacred by a vast majority of people. It should not 
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also be forgotten in this connection that cats cannot be 
very well reared in a laboratory. It is for these 
reasons, I believe, the number of cats used for this 
purpose in the different laboratories here is not what 
it should be. Of course I may be wrong. 

That the sensitiveness of different cats to the active 
principles of digitalis varies is another established fact. 
The following table, from actual experiments, may be 
taken as a good illustration: 

Lethal doses in c.c. per Kgm. body weight of Cat 
Tinc. A , Tine. B , Tinc. C* ; Tine. D 


Cat No. 1 16-39 19-7 25-4 15-8 
Cat No. 2 13-25 20-3 27-2 16-3 
Cat No. 3 20-86 19-6 22:4 15-0 
Cat No. 4 i 11-25 19-9 20°9 14-92 
Cat No. 5 én 17-47 19-8 23-0 14-1 

Average 15-84 | 19°8 23°78 15-22 


From the above it will be evident that while the 
cats used for tinctures B and D reacted more or less 
similarly, there is a wide divergence in the sensitiveness 
of cats selected for A and C. 

The next thing I should like to point out is the 
choice of an anesthetic. The different materials used 
are ether, paraldehyde, chloretone, chloralose, urethane 
have their respective advantages and disadvantages. 
The evidences so far collected point that “variation 
among cats is greater when ether is used, is less for 
paraldehyde and still less for chloretone, chloralose and 
urethane.” But be that as it may, even the official 
laboratories in India do not use the same stuff, chlora- 
lose in the East and ether in the West. 

I need not dilate any further on these details, not 
merely because they will be boring but because, I 
believe, I have made the position sufficiently clear. Un- 
less the strictest uniformity both in the preparation of 
the Standard and in the experimental procedure is 
followed in all the different laboratories of the country, 
the object of the physiological standardization of drugs 
will be frustrated. 

I therefore suggest that a conference of all the 
workers in this line, official and non-official, should be 
called at a central place to discuss about these details 
and adopt suitable methods for bio-assay of drugs 
which will be followed everywhere in this country. 

* Figures are from a protocol supplied by Pharm. Soc. of 
Gr. Britain, London. 
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CONFERENCE RESOLUTIONS 


The prospect of the coming All-India Medical 
Conference at Vizagapatam from the 27th to 30th 
December naturally takes our thought back to Lahore 
where on a similar occasion last year we had the 
opportunity to gather together from different parts of 
India, discuss the problems that faced our profession 
and pass important resolutions. Elsewhere we referred 
to these resolutions as being few and business-like 
and as marking a signal departure from the path of 
convention hitherto followed. Many of the resolutions 
were such as were “calculated to benefit the public as 
well as the profession” and could be implemented by 
ourselves. We hope therefore that it will be interesting 
as well as instructive to have a brief review, now on 
the eve of the coming conference, of the work done 
and action taken on the various resolutions passed at 
the last session of the Conference. 


These resolutions may broadly be divided into two 
classes :— 


Those which could be implemented only by 
the Government of India, the various Provincial 
Governments and the Municipalities in co-operation 
with the public and members of the medical profession 
and those which lay in the powers of the profession 
itself to implement without looking to any outside 
agencies for help. As for the former kind of resolutions 
about which we voiced our feeling of pessimism and 
futility on a former occasion, it is only fair to mention 
that though the attitude of the Government of India 
and some Provincial Governments has been as in- 
different as before, that of others, notably those of 
U.P. and Sind, is distinctly more sympathetic. One 
or two governments have said that the resolutions have 
been fully considered but that they are unable to give 
effect to them in the present circumstances. They 
would however be kept in view and given effect to as 
and when facilities occur. In two important matters 


the resolutions seem to have carried weight with the 


authorities. They are the prompt actions taken by the 
Central and Provincial Governments in checking pro- 
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Supplement to the J. I. M. A. 


Reception Committee 
of the 
XVII All India Medical Conference, Vizagapatam, 1940. 


Office : 
Mahgranipeta, Vizagapatam 


November, 1940. 
Dear Doctor, 


The 17:h All India Medical Conference will be held at Vizagapatam from the 27th to 30th 
December, 1940. All functions in connection with the Conference will take place in the Mrs. A. 
V. N. College or the Andhra Medical College which are adjacent buildings. 

The Maharajah Saheb of Jeypore, Sree, Sree, Sree, Maharajah Dr. Vikrama Deo Varma Garu, 
D.Lrr. (Andhra), Pro-Chancellor, Andhra University has kindly consented to open the Conference 
at 3 p.m. on the 27th December, 1940. 

Dr. Kumud S. Ray, M.A., B.SC., M.B., Ch.B, (Edin.), M.L.c. (Bengal) of Calcutta has been elected 
President. 

Arrangements for the lodging and boarding of those attending the Conference are being made. 
The following arrangements are available: 

1. CONFERENCE Camp: Vegetarian Rs. 2/- per day. Non-vegetarian Rs. 3-8 per day. 
2. Sea View Hotei: (European) Rs. 9/- per day. 
3. BeacH Hotet: (European) Rs. 6/- per day. 

Reservation in the Hotels will be made if intimation with remittance is sent in advance. 
If vou desire any arrangement to be made for your stay here please send intimation by the 15th 
December at the latest regarding the nature of the diet (vegetarian or non-vegetarian) and 
accommodation required to facilitate arrangements. 

The climate of Vizagapatam during the Conference week will be pleasantly cool. If you 
would please intimate the date and time of your arrival at the Waltair Railway Station, volun- 
teers will receive you at the station. 


Any further information required will be gladly supplied. 


Yours sincerely, 
V. V. KRISHNA RAO, 
Honorary General Secretary. 


Seale of charges for different categories of Members of the Conference (Rule No. 21 of the Indian Medical 
Association) : 


1. Member of the Reception Committee - Rs. 10/- each. 
2. Delegates elected by the Branches of the I. M. A. <i is: Sew ws 
3. Other members of the I. M. A. if » S/- » 
4. Medical practitioners with registrable qualifications who are 

members of the I. M. A. 
5. Medical practitioners or other scientists who want to take 

part in the scientfic section only .. — 
6. Bonafide medical students .. 


N.B.—Badges, programme, etc. will be nities at the office ini the morning of the 27th December, 
1940. 


. 


on 


JOURNAL 
I. M. A, 


fiteering in drugs and medical supplies and provision 
for a seat of this Association on the Drugs Technical 
Advisory Board which has followed the passing of the 
Drugs Act. So far however as other portions of these 
resolutions are concerned, we know very well that 
unless we have really “popular government” in the 
country, we should expect nothing better though 
perhaps a more encouraging note has been struck by 
the recent utterances at the U.P. Provincial Medical 
Conference at Dehra Dun of Dr. Panna Lal, Adviser 
io U.P. Governor, who expressed “on behalf of the 
Government their appreciation of the good work which 
your Association has been doing” and assured us “of 
the sympathy of Government in all matters relating to 
the betterment of the conditions of the members of the 
medical profession both in the services and outside ;” 
and again their “intention to continue to refer to it 
(meaning the U.P. Provincial Branch, I.M.A.) all 
important matters concerning the welfare of the medical 
profession.” 


It is a deeply distressing fact but none the less true 
that the resolutions which were intended for the benefit 
of the profession and which obviously lay within its 
own powers to enforce are the very resolutions that 
have met with the least measure of success. Evidently, 
recommendation for the closing of dispensaries and 
consulting rooms one afternoon a week and observance 
of a fortnight’s holiday during the year has not evoked 
much response from any except only two branches who 
have been observing Sunday as a half holiday. Nor 


does the resolution about consultation practice and 
insurance case examination appear to have met with 
a better fate and beyond a formal “approval” or 
“adoption” nothing seems to have also been done to 
carry out the resolution to encourage the use of phar- 
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macopeeial preparations and prescription in special cases 
of patent and proprietary medicines of Indian manu- 
facture. Last but not the least, except in the solitary 
instance of Bombay branch, no other branches have 
laid down a minimum scale of fees having due regard 
to economic conditions of their locality. These are hard 
and telling facts but we must bravely face them. 
Nothing but unity of purpose and a grim determination 
to carry it through will enable us to give effect to the 
resolutions we pass. 


Let us hope that in the light of experience gained, 
we shall have more of success in the Vizag. Conference 
to which we cordially invite one and all of the profes- 
sion to attend! 


REPORT OF THE ETHICAL SUB-COMMITTEE 


The Report of the Ethical Sub-Committee of the 
Indian Medical Association is being published elsewhere 
in this issue of the Journal. We would request our 
colleagues to consider the Report with the attention 
that it deserves. Members of the Association are 
invited to express their opinions on the recommenda- 
tions of the Sub-committee, either individually or 
through their branches. An attempt has been made in 
this Report to bring about some degree of uniformity 
in medical ethics throughout India. It is important 
to note that there is no sanction behind these recoin- 
mendations ; neither has the Association any means of 
enforcing them. It is expected that, as a result of the 
voluntary observance of a correct code by members of 
the medical profession in this country, the object of 
the Ethical Sub-committee’s recommendations will be 
fulfilled. The honour of the medical profession is in 
the keeping of its individual members. 


MEDICINE 


Errect Or Certain DruGs On THE Coronary BLoop 
OF THE TRAINED Doc 


Essex and others (Am. Heart J., 1940:19:524) give in the 
following lines the summary of their observations: Drugs 
that are known to lower blood pressure, such as theophylline, 
aminophylline, histamine, muscle adenosine phosphoric acid, 
mecholyl, ntiroglycerin and papaverine, when administered in 
appropriate doses, markedly increase the coronary flow. The 
increase in flow with certain of these drugs was as great as 
200 to 300 per cent. The augmentation of flow was accom- 
panied by an acceleration of the heart rate. Coramine which 
may raise the blood pressure under certain conditions, caused 
an increase in coronary flow similar to that produced by the 
drugs just named. With two possible exceptions, the action 
of all of the foregoing drugs was of short duration when given 
intravenously. Anesthesia with nembutal, in one experiment 
caused a prolonged increase in the coronary blood flow, with 
a maximal increase of 60 per cent. Among the drugs that 
raise the blood pressure, pitressin decreased the coronary flow 
as much as 80 per cent and lowered the heart rate. Atropine 
augmented the coronary flow by as much as 86 per cent and 
increased the heart rate but it had little effect on the blood 
pressure in control e»periments. 


TREATMENT OF PNEUMONIA AND 
BRONCHOPNEUMONIA 


McSweeney (Lancet, 1940:2:3) in reviewing the results of 
different methods of treatment in 478 unselected consecutive 
cases of lobar pneumonia treated in the wards of Cork Street 
Hospital in 1933-39 observes that with intravenous collosol 
iodine alone the mortality was 13-3 per cent, with A.P.S. 
(antipneumococcal serum) with or without collosol iodine 
14-5 per cent and with sulphanilamide (mostly sulphapyridine) 
and A.P.S. 2:7 per cent. In reviewing also the results of 
different methods of treatment in 171 unselected consecutive 
cases of bronchopneumonia admitted to the same wards the 
author observes that with A.P.S. alone the mortality was 
43-7 per cent, with A.P.S. and sulphanilamide 38 per cent in 
1937 and 34 per cent in 1938 and with A.P.S. and sulphapyridine 
9-5 per cent. The author further points out that the great 
majority of the patients treated in the last group were children 
under 5 and the case mortality was reduced from 50 per cent 
in 1936 to 10 per cent in 1939, the first complete ‘sulphapyridine’ 
year. 


INTRAMUSCULAR ADMINISTRATION OF 


Billimoria and Dunlop (Lancet, 1940:2:65) in describing 
a technique of continuous-drip intramuscular administration of 
fluid observe that this route has certain advantages over the 
intravenous where rapid absorption of fluid is not essential 
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vis., the needle is more simply and quickly inserted, the body 
has more control over the amount of fluid absorbed and the 
risks of infection are less. The ideal site of injection is the 
middle third of the lateral aspect of the thigh; the rate of 
tlow should be regulated by the requirements of the patient, a 
rate of 40 drops a minute being suitable for most adults. 


SALICYLATES IN RHEUMATIC PERICARDIAL EFFUSION 


Boas and Ellenberg (J. A. M. A., 1940:2:348) write that 
salicylates given in large doses bring about prompt relief in 
acute rheumatic pericarditis with effusion and there is a rapid 
reduction in pulse rate and a resorption of the pericardial 
exudate with quick relief of dyspnoea and toxemia. The 
action of salicylates in pericardial effusion seems analogous to 
its action in arthritis with effusion. The authors further note 
that salicylates exert no effect on the course of rheumatic 
infection or on the course of rheumatic endocarditis and 
myocarditis. 


AMIpOPYRINE TEST For Btoop 


Serebro (South African J., 1940:14:242) describes a 
simple method for the discrimination between blood and the 
positive amidopyrine reacting drugs (such as iodide of 
potassium, some of iron and bismuth salts) when testing for 
blood in excreta. The method of discrimination is based on 
the use of heat. If a small quantity of a solution of a positive 
amidopyrine reacting drug is placed in a test tube and an 
equal quantity of 5 per cent solution of amidopyrine in industrial 
spirit is added with 2-3 drops of glacial acetic acid and 
2-3 drops of hydrogen peroxide (10 vols.) and the mixture is 
gently heated over a laboratory gas burner for 30 seconds 
the lilac-mauve color is almost immediately intensified whereas 
if blood is added to the mixture before heating, the heating 
discharges the lilac-mauve color so that the reaction which 
appeared strongly positive becomes feebly positive. The 
heating should not be too prolonged or a secondary disappear- 
ance of color after the primary accentuation may occur. If 
amidopyrine is not available veramon made in the form of a 
tincture is equally efficacious. To reduce the number of 
bottles of reagents used, 4 cc. of glacial acetic acid may be 
added to 100 cc. of 5 per cent amidopyrine in alcohol and 
kept in an amber colored bottle as a stock reagent and 10 vols. 
strength hydrogen peroxide as the other. 


SURGERY 


A New Conception Or Paratuyroin Function Anp Its 
CLINICAL APPLICATION: ALUMINIUM ACETATE IN 
PARATHYROID DISEASE 


Helfet (Brit. J. Surg., 1940:27:651) has formulated a 
theory of parathyroid function and has then checked his ideas 
observations. 


by clinical He suggests that parathormone 
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controls the level of inorganic phosphate in the blood and that 
its function is to prevent this level rising and conversely a rise 
of phosphate in the blood may act as a stimulus to parathor- 
mone secretion. He further suggests that parathormone 
prevents the blood phosphate rising both by stimulating the 
excretion of phosphate by the kidney and by mobilising fresh 
calcium ions from the storehouse in bones so as to form 
inactive calcium phosphate which can be readily excreted. The 
author has applied these views to various cases of hyperpara- 
thyroidism. In generalised fibrocystic disease in which there 
is a true adenoma the blood calcium is high, blood phosphorus 
reduced and on surgical removal of the adenoma the condition 
reverts to normal. Less dramatic cases are those of fibrocystic 
disease of unknown origin in which there is no parathyroid 
tumor and blood calcium and blood-phosphorus levels are 
normal. The author has treated 4 such cases. His treatment 
is based on the view that in these cases phosphates are retained 
in the bedy with resultant stimulation of the parathyroid and 
excessive parathormone activity. To reduce phosphate 
absorption he recommends the intake of aluminium acetate 
which when combined with phosphate in the intestine precipi- 
tates insoluble aluminium phosphate. The amount given daily 
(m 75 of the B.P. liquor) has a phosphate combining power 
equivalent to gr. 3 of calcium. No ill effects have been noticed 
by the patient even when the drug was used for over a year. 
No extra calcium was given to these patients except what was 
present in the normal diet which included at least a pint of 
milk, All the patients improved under the said treatment, the 
radiological appearances of bones after treatment being very 
striking. Being encouraged by the results he treated 12 cases 
of rheumatoid arthritis who also showed some definite improve- 
ment. Though empirical the treatment has opened up a pro- 
mising approach to this group of obscure and distressing 
diseases. 


ScALENUS Anticus SyNpRoME WitH AND WITHOUT 
CervicaL Rip 


Donald and Morton (Ann. Surg., 1940:111:709) from the 
study of 21 cases of the cervical rib and scalenus anticus 
syndrome observe that of 16 cases operated 13 were without 
cervical ribs, 2 showed supernumerary ribs and 1 presented 
an abnormal first rib, that 2 of the remaining 5 non-operated 
cases showed x-ray evidence of a cervical rib, that the great 
majority of the cases occurred in fourth (9 cases) and fifth 
(5 cases) decades, that trauma was a factor in only one case 
and excessive occupational strain in 8 cases. The authors point 
out that symptoms of cervical rib and scalenus anticus syndrome 
are similar and as the scalenus muscle is the primary factor 
in producing the neurocirculatory compression the two condi- 
tions may be advantageously grouped under the term 
“scalenus anticus syndrome” whether a cervical rib is present 
or not. The indications for scalenotomy are the same and 
results are usually excellent. 14 patients had complete relief 
from symptoms. Mild cases may respond to conservative 
treatment. Conditions causing difficulties in differential diag- 
nosis are infectious neuritis, arthritis of the shoulder joint, 
cervical arthritis, subacromial bursitis and neurosis. 
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PosT-oOPERATIVE DISTENSION Or THE ABDOMEN 


Dodd (Lancet, 1940:2:98) describes a plan of complete 
rest for postoperative distension of the abdomen and emphasises 
that the distension is not merely a local condition but also a 
manifestation of a morbid process affecting the entire person 
and attention should, therefore, be paid first to the general 
condition of the patient and the deflation of the blown-up 
abdomen is of secondary interest. Throughout the duration of 
distension no aperients or enemata or any injection causing 
increased peristalsis of the bowels are given because they 
irritate the bowels. On the day of onset nothing is given 
per mouth but the mouth is frequently washed out. At least 
120 ozs. of fluid a day is required; this is injected beginning 
with a 5 per cent solution of glucose in saline followed by a 
5 per cent solution of glucose in water given intravenously ; 
caution is necessary in the intravenous administration of saline 
against pulmonary cedema specially with a failing or toxic 
myocardium. After 24-36 hours the patient drinks 1-4 ounces 
of water hourly and if there is no vomiting the next day 
drinks of sieved lemons, oranges or grape fruit and glucose are 
added. These beverages continue unchanged until the pulse 
and temperature are normal. This takes 3 to 4 days usually 
and occasionally upto 12. No milk or tea is allowed. The 
intake of fluid should be comfortably larger than the output. 
Vomiting should be carefully watched for and when it occurs 
the stomach should be with care washed out with saline 
and is kept empty thereafter by aspiration through the tube 
which is retained in the stomach. The policy of absolute rest 
is departed from for the passage of a warmed lubricated flatus 
tube into the rectum twice a day and it is left in about 15 minutes. 
Pain and discomfort are relieved by the application of heat on 
the abdomen and discarding all tight bandages. The sedative 
for adults is standardised as a twin injection of morphine 
sulphate gr. 1/6 (never more at one dose) and cardiazol 1 c.c. 
or coramine 1 c.c. four-hourly. The administration of coramine 
is continued four-hourly while distension persists, even if 
morphine is not required. Heart and lungs are restored and 
maintained at their maximal efficiency, anoxemia and poor 
blood condition tackled respectively with oxygen and small 
blood transfusions. Flatus is usually passed after a day or 
so of the ‘rest’ regime and in another 24-48 hours there is 
spontaneous defzcation. The distended abdomen, although 
soft, remain full for several days after the resumption of the 
alimentary function; it subsides slowly. 

The meteorism occasionally seen in pneumonia, or after 
operation on thé kidney, bladder, lumbar sympathetic or hip- 
joints is also regarded as a local manifestation of secondary 
shock. Purgatives or enemata will precipitate it. The treat- 
ment is to improve and restore the general condition and to 
ignore the bowels. The distension disappears in two or three 
days. 

Post-OPERATIVE VENOUS THROMBOosIS AND 
PuLMoNARY EMBOLISM 


Culp (Johns Hopkins Hosp. Bull., 1940:67:1) from an 
analysis of 88 cases of pulmonary embolism encountered at 
the Brady Urological Institute during the. last 20 years 
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mentions amongst others the following as contributory factors 
in its production, vis., continuous intravenous infusion, marked 
variation from normal weight, excessive drop in blood pressure 
during operation, marked abdominal distension, post-operative 
instrumentation and organic circulatory disease. The author 
recommends the following prophylactic measures (1) continu- 
ous intravenous infusion should not be used unless absolutely 
necessary; (2) every effort should be made to prevent venous 
stasis by adequate treatment of associated circulatory disease, 
fall in blood pressure, -post-operative abdominal distension and 
by elimination of unnecessary pressure on peripheral vessels 
due to strapping and the like; (3) wound infections should 
be minimized by careful aseptic operative technique and mild 
bacteriostatic agents—drainage of post-operative abscesses 
should be established immediately; (4) the greatest need is 
the recognition of thrombosis in the lower extremity—the 
legs should be measured on admission, before operation and 
before patients get out of bed; (5) untimely activity should 
be avoided in presence of thrombosis—absolute bed rest is the 
most conservative and most practical treatinent for thrombosis 
and prevention of embolism. 


EtHEeR CoNVULSIONS 


Baily (Brit. M. J., 1940:2:222) reports two cases of ether 
convulsions occurring during cold winter season unlike the 
observations of other men which point to its occurrence during 
the hot weather. He writes that overheating may be the 
cause but this overheating is due neither to the outside tempera- 
ture nor to the temperature in the theatre but it may be due to 
the temperature of the water which heats the ether in the 
modern anesthetic apparatus as this temperature is not regulated 
by any thermometer. This is his suggestion only. The treat- 
ment for ether convulsions is the early administration of even 
a small dose of evipan. : 


Injury To TyMpANIC MEMBRANE CAUSED By ExXpPLosIons 


Craig (Lancet, 1940:2:40) points out that the following 
injuries to the ear may occur owing to the blasting effect of 
loud explosions: Rupture of the drum head (commonest 
finding), hemorrhage in the middle ear, hemorrhage in the 
fundus of the internal meatus, minute hemorrhages among the 
fibres of the facial nerve and the vestibular divisions of the 
auditory nerve and in the canal of the tensor tympani. The 
author reports several illustrative cases. 


OBSTETRICS AND GYNAECOLOGY 


THREATENED ABORTION 


Browne and others (Am. J. Obst. & Gynec., 1939 :38 :927) 
from the investigation of the excretion of gonadotropic sub- 
stance, cestrogen and sodium pregnadiol glucoronidate in the 
urine of 35 cases of threatened and habitual abortion and from 
the findings of other workers have formulated a conception of 
hormonal mechanism of normal pregnancy and suggest certain 
disorders of this function which may lead to abortion. The 
increased production of gonadotropic hormone in the secon 
month serves to stimulate the ovary and specially the corpus 
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luteum to continued activity and this stimulus declines sharply 
after the third month when corpus luteum begins to degenerate 
and the continued output of cestrogen and progesterone, which 
are necessary for the maintenance of pregnancy is taken over 
by the placenta itself. There is thus a transition period at the 
end of the third month when preduction of hormone is being 
transferred from the ovary to the placenta and this coincides 
with the time of greatest tendency to abortion. The authors 
present evidence of two causes of failure to effect this transfer 
or hormonal function at the critical period. In some cases the 
secretion of the gonadotropic hormone is abnormally low 
from an early stage, the corpus luteum retrogresses before the 
placenta is ready to take over its function—the gestation is 
degenerated and in this type of cases no benefit may be expected 
from hormone therapy; in the second type the placenta is slow 
in starting the formation of progesterone and in these cases 
the therapeutic use of progesterone is much more logical. The 
authors point out that the dosage must be adequate (quantity 
of less than 5 mg per day being unlikely to have any effect) 
and its administration must be continued for a long time. 
The treatment to be effective must also be begun very early. 


EcLAMPSIA 


Mudaliar and others (J. Obst. & Gynec. Brit. Emp., 
1940 :47:291) observe that all eclamptics do not exhibit the 
same signs and symptoms and clinically differentiate the 
eclamptics into three types, zis., renal, hepatic and mixed. The 
renal type is the commonest as is found in their series (120 
out of 148 cases) and is characterised by moderate to severe 
cedema, raised blood pressure, moderate to severe albuminuria 


and characteristic visual disturbances and is most amenable to 


treatment (only 7 died). The hepatic type is characterized by 
little or no cedema, a trace of albumin in the urine, moderately 
raised blood pressure and occurring commonly in multipara at 
an earlier period of pregnancy than the renal type. The patient 
in this group is usually comatose, the fits are numerous in 
number and of great severity and there is a tendency to pyrexia 
and hyperpyrexia. The mortality rate was 30 per cent in this 
group. The mixed type shows the characteristics of both the 
above types in some degree; there is usually some cedema 
associated with a moderate degree of albuminuria and raised 
blood pressure. 

The treatment of mild cases is as follows: The patient 
is kept at absolute rest after preliminary morphine and 
atropine. She is given a large soap and water enema to 
cleanse her bowels. If she is conscious she is given 3 ounces 
of a mixture coontaining 3 drachms of magnesium sulphate to 
an ounce and this is repeated every 6 hours if necessary. In 
case she is unable to swallow the magnesium sulphate is 
given per rectum and repeated after 6 hours if necessary. 
Nothing is given to the patient by way of nourishment. In 
2 few cases barley water, glucose and fruit juice are allowed 
when the patient is quite conscious and free from fits from 8 to 


-12 hours. The patient is carefully watched and if fits recur 


the morphine is repeated only after 4 hours. If fits are not 
thus controlled, chloral hydras 20 grains with triple bromides 
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cf sodium, potassium and ammonium each 30 grains is given 
per rectum. This is to be repeated as it is necessary at intervals 
of 2 to 3 hours. Mild cases are usually controlled by this 
treatment. In severe cases it is better to terminate the preg- 
nancy irrespective of its period and this is done by artificial 
rupture of membranes, provided there is no cephalopelvic dis- 
proportion (of 83 cases treated with artificial rupture of 
membranes 66 did not have any more fits after the rupture). 
This treatment was supplemented with one or other of the 
following or in combination. The supplementary methods are 
(1) magnesium sulphate—intramuscular injection of 5 to 10 c.c. 
of a 15 per cent solution every 6 hours (62 cases) and (2) 
hypertonic glucose intravenously—only a few cases were treated 
by these methods and it is too early to pronounce any opinion 
on them. 


Cause Or BrEECH PRESENTATIONS 


Vartan (Lancet, 1940:1:595) from the analysis of the 
figures obtained from the statistics of breech presentations 
occurring at the various London maternity hospitals observes 
that the cause of breech presentation persisting until term is 
the failure of the foetus to undergo spontaneous cephalic version 
and that the fact that the cause is a pelvic anomaly preventing 
the head from entering is quite erroneous. The feetus is 
prevented from undergoing version by its extended attitude in 
37:3 per cent of cases, by the presence of a second foetus in 
23-5 per cent and by prematurity in 9 per cent. 


SYPHILIS AND DERMATOLOGY 
Post ARSPHENAMINE JAUNDICE 


Hanger and Gutman (J. A. M. A., 1940:2:263) report 
i2 cases of postarsphenamine jaundice in which the icterus was 
not of the usual hepatogenous type but appeared to be due to 
obstruction of the intrahepatic biliary tract. The onset is acute 
with constitutional and gastro-intestinal symptoms coming on 
several hours after second or third intravenous arsenical 
injection, the jaundice produced persists for weeks or months 
unaccompanied by other symptoms except pruritus and with 
eventual recovery in all cases. Laboratory tests show the 
evidence of obstructive jaundice with little or no sign of liver 
cell degeneration—biopsy study of the liver revealed preser- 
vation of essentially normal parenchyma, the principal lesion 
being pericholangitis and bile thrombi in the finer biliary 
radicles. 

IMMEDIATE Errects Or INTRAVENOUS ADMINISTRATION OF 
NEOARSPHENAMINE ON THE ELECTROCARDIOGRAMS 
In Cases Or Sypuiitic Aorrtitis 


Tung and Mu (Am. Heart. J., 1940:19:529) from an 
electrocardiographic study of 22 cases suffering from syphilitic 
aortitis observe that there occurred significant and marked 
changes in the ventricular complex of the electro-cardiogram 
suggesting interference in coronary circulation in two cases 
and minor alterations in five cases within a few hours after 
the intravenous administration of neoarsphenamine. The 
authors give a warning that, if used indiscriminately, the intra- 
venous injection of neoarsphenamine may jeopardize, at least 
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temporarily, the coronary circulation and possibly the life of 
the patient. 
RickettstA IN THe TreATMENT OF G, P. I. 


Kawamura and Ueda (Pressé med., 1940:48:179) report 
successful results in Japan by using a rickettsial organism 
(Rickettsia tsutsugamushi orientalis) in the treatment of 
general paralysis of the insane. The Rickettsia is inoculated 
intramuscularly in an emulsion of testicle in Ringer’s solution 
from a rabbit injected with the organism or alternately with 3 
to 5 c.c. of blood from patients collected during a febrile period. 
The result is as follows: Out of 19 cases so treated 8 recovered, 
“ had incomplete remissions, 2 were unchanged and 1 died 
long after treatment. In 14 cases there was return to a 
normal cell count within 11 months, in 5 there was diminu- 
tion in the strength of the Wassermann reactions and 2 
became completely negative serologically. The dangers of 
treatment are much less and unlike plasmodium malarie the 
organisms can be cultivated outside the body and mutual in- 
fection does not exist. These results are highly encouraging 
and suggest further trial of the method. 

GonococcIN VULvovAGINITIS IN CHILDREN 

Mukherjee (J. Obst. & Gynec. Brit. Emp., 1940 :47 :275) 
points out that out of 1,138 cases of gonorrhoea treated at the 
clinic 125 or 11 per cent occurred in girls under 12 years of 
age. The real incidence would possibly be much lower if the 
infection in women were more frequently recognised. 40 of the 
children were treated by orthodox proceeding, 25 with female 
sex hormones, 50 with cestrogen and local medications and 10 
with sulphanilamides. The cures, relapses and failures with 
local treatment were respectively 66°2, 22-5 and 15 per cent, 
with oestrogen they were 44, 32 and 24 per cent and with 
combined treatment they were 84, 12 and 4 per cent. Of the 
cases treated with sulphanilamides 7 were cured after three 
weeks of treatment, 2 after seven weeks and 1 could not be 
followed up. 

PREVENTION OF VENEREAL DISEASE 

Lees (Practitioner, 1940:145:119) writes that venereal 
disease can be prevented by self-protection and _ self-disinfec- 
tion, or by skilled disinfection. The use of a sheath or irriga- 
tion of the urethra and an application of a compound mer- 
curial ointment are effective prophylactics. The application 
of a potent antiseptic immediately after coitus is likely to pre- 
vent infection (calomel is almost inert as a ‘mercurial antiseptic 
and might well be replaced by mercury oleate or hydrarg 
ammoniata 10 per cent). Instruction on sex hygiene and the 
provision or ‘prophylactic packets’ containing reliable materials 
for protection and disinfection, along with regular medical 
inspection, will effectively reduce the incidence of venereal dis- 
ease in the armed forces. “Ablution” or “early treatment” 
rooms may be established where these are required. Educa- 
tional and religious influences, along with improved economic 
circumstances, will reduce prostitution and promiscuity and 
promote the control of venereal disease. Prostitution and 
brothels are indefensible and the medical profession should not 
lend their support to the vices and abuses inseperable from such 
institutions. 


RURAL PRACTICE IN THE PROVINCE OF MADRAS 


S. SREE RAMA RAO, 
Kanumole, Madras 


On reading an article entitled “A picture of Bengal 
village practice” (J. J. M. A., 1939: 8: 489) I am tempted to 
give my own experiences as a village practitioner in the 
Province of Madras for the last ten years. 


Here, in the Province of Madras there is a rural medical 
relief scheme in operation for the last fifteen years and about 
500 young allopathic practitioners are engaged in working it. 
These practitioners receive a subsidy of Rs. 500/- per year 
and an annual supply of medicines amounting to Rs. 360/-. 
Of this 40 per cent is taken up for railway freight and other 
miscellaneous expenses incurred in the process of transit irom 
the Government Medical Stores. Each practitioner is expected to 
treat not less than 30 poor patients daily keeping his dis- 
pensary open from 7 to 12 in the mornings and also supply all 
the statistics called upon from time to time. He is entitled to 
a leave of 30 days in the year all told and is expected to build 
un his own practice subject to the above conditions. The 
district medical officer cn the one hand and the president, 
district board on the other exercise a dual control over the 
practitioners and while doing public health work, the district 
health officer also comes in. This in brief is the bare out-line 
ot the scheme. 

But what obtains in actual practice is a dismal story 
which is quite in contrast with the high-sounding exhortations 
made by eminent leaders in the press and on the platform. 
“Back to the villages” is a pet slogan that is much in the 
air now-a-days and I will not be far wrong when I say 
that most of the rural medical practitioners are victims to 
this much-flourished siogan. After years of struggle for 
existence every one of them is disillusioned, the promised vistas 
never opening themselves to receive them in sweet embrace. 
Having craved for bread they got stones instead which are hard 
to grind and harder still to digest, the attempt only resulting 
in chronic invalidism. 


While all that is said about “Bengal village practice” 
applies equally to Madras there are other and more baffling 
circumstances which only a practitioner in a village can under- 
stand himself being the victim of such stabs and pricks. 
Having received his education in highly equipped medical 
institutions where there are ample facilties for up-to-date 
treatment of disease in the midst of scientific and cultural 
surroundings, the young practitioner on reaching the village 
suddenly finds himself transported to a strange land where 
everything is crude and callous. No modern equipment is 
available, no library for reference, no consultation from 
colleagues, no guidance from elders as is available in Govern- 
ment hospitals nor any precedence in charging fees or treating 
disease on scientific and business lines, under most insanitary 
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He will have to pre- 
pare his own ground and fall back on his own tender resources. 
The dynamic activity to which he is accumstomed in student- 
life, and the high ideals of public service he had imbibed from 
men and books that have a high market value push him to the 


and unbusiness-like conditions of life. 


fore-front of active work, professional and social. But he soon 
finds to his utter dismay that there is not the desired response 
even in quarters where it is most expected. He tries again 
and again only to invite fresh obstacles. He soon becomes 
pessimistic and disillusioned. Neither his stomach is full nor 
his spirit quenched. He came all the way to a remote village 
with a double purpose. Firstly, in the hope of finding better 
chances of eking a livelihood, than in a town where the pro- 
fession is over-crowded. Secondly, to quench his thirst for 
social service for which he expected a lot of opportunities in 
a village. But he finds both the ways incorrigibly blocked. 


The village quack on the one hand carries on a raging 
and tearing propaganda against him and his system of medicine 
just to keep his lamp burning. For him the entry of a 
qualified practitioner into the village is an unwarranted 
intrusion. The village litigant, who had built up his fortune 
by trading on the ignorance of the rural folk gets uneasy 
for fear of losing his hold on the people. He is afraid lest the 
villagers may recognise the new-comer as a more honest and 
cultured man and also useful to them as a doctor. He there- 
fore goes on weaving his fables about the ultra-modern and 
Western educated youth, what a potential danger he is to the 
orthodox Indian society. Then there is the village politician 
with a strong backing of men and money who snatches every 
opportunity to discredit and belittle the young doctor by 
pointing out to them with due emphasis, that he is after all a 
petty servant of the Local board of which he himself is an 
influential member or kingmaker. He further misinterprets 
the rules of his service, either wantonly or through lack of 
understanding saying that he is there to treat every one free 
of charge, and not entitled to a pie of remuneration from 
anybody, rich or poor. 

The physical characteristics of the village are equally 
disgusting. No means of communication, no decent house to 
live in, none to house the dispensary, not a spoonful of clean 
unpolluted water to drink, no latrine convenience or lighting, 
not even the barest comforts of life. It is in this poisonous 
atmosphere, physical and moral, that the poor practitioner is 
obliged to live and build up his practice. What a daily agony 
for a conscientious worker! What a shock to his ideals and 
morality! He is left severely alone musing over his lot. 
Nobody understands him or appreciates his point of view. 
Every one of his actions is misconstrued and misinterpreted. 
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Pettiness reigns supreme all around him. His cultural apti- 
tudes and histrionic talents undergo a slow but sure process 
of disuse atrophy. It is only once in a way that he comes 
into contact with enlightened society. His mental calibre has 
a stunted growth on account of constant contact with filthy 
surroundings. Being new and in-experienced he cannot stand 
on the rock of wisdom. His mental reaction varies with his 
tastes and outlook on life. He sees with his own eyes that 
there is much that has to be reconstructed in a village but 
he feels helpless, bound hand and foot. There is little sympathy 
or encouragement from any quarter. If he is fortunate 
enough to pick up a little practice inspite of all the obstacles, 
he is looked upon with envy. This is the long and short of his 
existence. 


Now as regards his professional life, the rich won't pay 
and the poor cannot pay. Those few cases that filter down 
to him through the manifold layers of quacks, come in a 
hopeless condition. By that time the patient had exhausted 
all his resources physical and economic. If he dies the quack 
will adorn your cap with a good black feather. If he lives it 
takes months to bring him into his normal state. For all th’s 
trouble the doctor’s remuneration will be a mere pittance. 
The patient takes care to give a catalogue of all the quack 
treatments he had taken and how his financial resources got 
exhausted on that account. 


Then there is the glaring problem of inferiority complex. 
The village doctor however honest and efficient is dubbed 
inferior to his brother practitioner in the town however bad 
he may be in every respect. It is a peculiar psychology among 
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The following address was delivered by Rai Bahadur Dr. R. 
S. Srivastava, B.A., M.B., F.S.M.F., K.1.H., Chairman, Reception 
Committee at the Seventh U. P. Provincial Medical Conference 
held at Dehra Dun on October 27, 1940: 


Ladies and Gentlemen, on behalf of the members of the 
reception committee and on my own behalf, I offer you the 
warmest welcome to this ancient town of Dehra. Legend des- 
cribes it as the favourite habitation of the God Shiva after 
whom the Sivalik hills are named. In the great epic of Maha- 
bharat it is mentioned as the abode of Dronacharya and is 
described as the valley which the Pandavas along with Dropdi, 
had to cross on their way to the peak of Mahakanta beyond 
Kedar. The Kalsi stone at Haripur was inscribed in Ashoka’s 
reign in the 3rd century B.C. The present town of Dehra is 
said to have been founded by Guru. Ram Rai in 1675. His 
temple stands near the entrance to the main bazar. The Gaddi 
of the temple has been held successively by his successors and 
the present holder His Holiness Shri Mahant Lakshman Das 
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villagers, which I am not able to explain, that they grumble 
to pay the doctor on the spot even after trying him on several 
occasions and got convinced of his efficiency and honesty, while 
they go to the town and pay sumptuously to any Tom, Dick 
and Harry who simply calls himself a doctor and makes a 
big show of it without possessing any registrable qualifica- 
tion. Probably “familiarity breeds contempt!” Again there 
is the law of diminishing returns. The longer a practitioner 
stays in a village the lesser and lesser will become his income 
as years roll on inspite of his populariy as a doctor and integrity 
as a citizen. This may be partly due to total lack of scientific 
spirit and business qualities among the rural population. Once 
a man pays for a case he expects free treatment for his life 
time. Something like that is the general mentality. 

In conclusion I may say that the crying need of villages is 
education and proper leadership. There is much that has to 
be done in villages. But the only way of doing it is by incul- 
cating the progressive or scientific spirit. This is only possible 
if the villages are overwhelmed by enlightened public opinion. 
Ali the big leaders who preach the holy “co BAck” must come 
back and station themselves in villages. If it is possible for 
Gandhiji to sit down in a village and guide the destinies of 
the whole country, certainly it must be possible for other 
leaders to guide their activities from a rural head-quarters. 
Each retired officer must return to his native village, and give 
the benefit of his mature experience for its uplift. Rural 
reconstruction work is not such a trifling thing as to be 
handled by raw university graduates of medicine and law. It 
requires all the personality, resourcefulness and immediate 
presence of men that count. 
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is not only the spiritual head of his followers but one of the 
biggest and the most important of the Jagirdars. He is noted 
for his generosity and the reception committee is grateful to 
him for his donation. 


Genltemen, although our city cannot boast of the amenities 
and attractions which are found in the bigger cities of the 
Province, but the beauty of our country side, our forests, our 
hills specially Mussoorie, which is deservedly called the queen 
o! the hills, are things which few other town can beat. We 
have All India institutions as Forest Research Institute, The 
Indian Military Academy, The Prince of Wales’ Royal Indian 
Military College, the Geodetic Branch of the Survey of India 
and the leper hospital. Hardwar, Rikhikesh, and Lachhman 
Jhula are within a short distance and well worth a visit. All 
these things give to Dehra an attraction all its own, which I 
hope you will appreciate. 

Ladies and Gentlemen, our number here is very small and 
it was with great deference that we approached you to accept 
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our invitation, which you very generously did. I hope you will 
also accept our poor hospitality in the spirit in which it is 
offered. 

We are passing through a most critical period in the history 
of the world and it behoves us to do the right thing at the right 
time. We have dedicated ourselves to alleviate the suffering 
of humanity without consideration of caste, creed, or colour, 
and as charity begins at home I think it is our duty to give 
all the help we can to our brethren who are serving in the war. 
it is not for us to debate on whether India should have been 
involved in the war or not, but for us it is quite enough to 
realise that there is a war, and there is an urgent need of 
medical relief. We should therefore unhesitatingly offer all the 
assistance we can give. Here however I consider it my duty 
to point out to the authorities that care should be taken in 
allotting ranks according to seniority in the profession. 

Ladies and Gentlemen, we owe a debt of gratitude to Indian 
Medical Service for establishing a scientific system of medicine 
in India, but at the same time we can not ignore the fact that 
it is they who have sown the seed of discord in the profession 
by introducing racial partiality, creating grades in services to 
be filled in by other considerations than merit, implanting 
watertight compartments in medical education and by disregard- 
ing the claims of private practitioners. There can be no healthy 
progress or sturdy growth of the profession unless these defects 
are remedied. I would urge that reservation of districts for 
British officers and all other similar invidious distinctions which 
smack of racial partiality should at once be removed. All 
grades of services should be opened to all qualified men and 
recruitment should be made through an open competitive exami- 
nation and promotions to higher appointments should be consi- 
dered on the basis of merit alone. All medical men and women 
who are qualified to practise medicine and surgery should have 
their names in an all-India Register. I consider it as absurd that 
licentiates who are qualified and permitted to practise medicine 
and surgery in every branch and in every part of this country, 
are considered unfit to have their names in an all-India register. 
I say what is a register after all. It is only the list of names 
of practitioners who are qualified to practise medicine and 
surgery in a country, why then an all-India register should not 
have the names of all the qualified practitioners in the country. 
It is a matter of sheer indifference what other countries may 
consider about them but the fact that India considers them as 
qualified practitioners should be notified to all concerned by 
placing their names in an all-India Register. 

Gentlemen, I think that time has come when the private 
practice should not be permitted in any grades of services as 
it puts the private practitioners to a great disadvantage and 
also hinders the efficiency of hospital work. I would however 
suggest that to attract suitable candidates their pay should be 
raised to the level of other services. If these artificial distinc- 
tions are removed and the causes of friction between the differ- 
ent sections of medical men are remedied I am sure that 
mutual recrimination will cease and a great solidarity and unity 
will be produced amongst the members of the profession with 
the result that the medical swaraj will be attained at an early 
date. The Indian Medical Association should exercise all its 
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influence to create harmony within the profession and promote 
the development of esprit de corps amongst the medical men. 
This can be achieved more by friendly intercourse than by 
hostile criticism from one section of the other. 

Gentlemen, the urgent need of our time is complete decen- 
tralization. There is no need of an inspectorate or directorate. 
The present medical officers in the districts are generally as 
well qualified as on the top. What we need is a ministry of 
health, assisted by an advisory body consisting of both officials 
and non-officials, at the top and local committee in all districts 
below, without any intermediaries, to control and manage both 
the medical and public health sides. It should be the duty of 
the ministry to lay down the policy and to see that it was carried 
out harmoniously by the different units but the local committees 
should be given discretion to exercise their own initiative and 
manage their own affairs with only such restrictions as the 
legislature may think fit to put on them. The existing hospitals 
both in rural areas and in the districts are in a most unsatis- 
factory condition. Most of the branch dispensaries are only 
nam-ke-waste-hospitals. These should be abolished and in 
their places private practitioners should be encouraged by means 
of adequate subsidies to set up proper dispensaries. Most of 
the district hospitals, barring a few are illequipped and under- 
manned. I think it should be the duty of the Government to 
put at least one model hospital in a district with an up-to-date 
operating theatre, a pathological laboratory, an x-ray plant, 
and suitable nursing and medical staff. The services of private 
medical practitioners should be utilized by creating honorary 
posts in all the departments of the hospital. It is said that 
there is a great dearth of private practitioners. I think this 
is far from correct. Dehra Dun can provide medical men for 
the carriage of every department in a hospital, and if private 
medical practitioners are available in a small place like Dehra 
Dun it would be possible to get suitable men in other districts 
as well. There should be greater co-operation between the 
public health and medical departments and I think that the 
services of the municipal medical officer of health should be 
utilized more for carrying on the scientific duties to which he 
is qualified than by making him a glorified conservancy superin- 
tendent. His laboratory if attached to the district hospital 
would be very beneficial to the public specially where there 
are no arrangements for the examination of pathological work 
in the hospitals. I am glad that the Agra Medical School has 
been raised to a college. It is hoped that in filling up teaching 
appointments merit will be considered as the only criterion and 
that no appointments will be reserved for any services. The 
claims of some of the incumbents who compare favourably with 
teachers in other colleges should not be overlooked because 
they belong to the Provincial Medical Service. I hope also 
that highly qualified practitioners will also be associated freely 
with the teaching work. 

Gentlemen, there is a cry that indigenous systems have 
been neglected. The spiritualist who believes in healing by 
spiritual means thinks that he needs greater appreciations from 
the State. Similarly, there are many other systems who put 
their claims for Government assistance. It is not for me to 
say anything either for or against them as I know nothing 
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about them. There are many things which we do not under- 
stand but they may have their value. It is for our Govern- 
ment to see that all that is for the good of the country should 
have their assistance but the tax payers’ money should not 
be wasted only on account of respect for antiquity of a system, 
without any regard of their utility to the society. The 
scientific system, has no bias against any system, the truth of 
which has been ascertained and can be verified. 

We work under a great handicap. Scientific knowledge 
unless applied scientifically in practice degenerates into 
quackery. Our institutions where we can demonstrate the 
efficacy are most imperfect and in private practice we have 
to deal with ignorance and power to the extent that in many 
cases it is impossible to treat scientifically. It is not within 
our province to deal with the economic question of poverty, 
although better health means more wealth, but our Association 
can do a lot in educating the people in the methods of pre- 
vention and cure of disease so that the people may be able to 
apportionate the true values of different systems practised in 
India. I think public health exhibitions are one of the means 
for the dissemination of such knowledge. We have therefore 
started a public health exhibition this year in connection with 
our conference. Our show this year on account of several 
circumstances is poor but I hope in future years if adopted it 
may produce better results. 

Before closing ’ would like to take this opportunity of 
thanking those kind gentlemen who have very generously 
helped us with donations, I have further to thank our dis- 
tinguished colleagues who have taken the trouble of coming 
to Dehra Dun from outside our province and giving us every 
encouragement by their visit. 

To our fellow citizens our thanks are due for their co- 
operation in attending the Conference, and to our President, 
Dr. Bhupal Singh my thanks are due for his guidance and 
support. 

Lastly, I desire to express my own thanks and gratitude, 
as well as that of the Reception Committee to Dr. Panna Lal 
for the trouble he has so kindly taken in coming to Dehra Dun 
for the purpose of opening this Conference. I would now 
request Dr. Panna Lal to open the Conference. 

* * * * 


The following inaugural address was delivered by Dr. 
Panna Lal, M.A., LL.D., C.LE., 1.c.s., Adviser to the Governor, 
U. P. at the opening of the VII U. P. Medical Conference held 
at Dehra Dun: 

I have always held the opinion that among the functions 
of Government Medical and Public Health come in importance 
immediately after Law and Order and Communications; cer- 
tainly they seem to me to be of greater vital importance than 
the other subjects in my charge. It has, therefore, been a 
great pleasure to me to undertake this journey to this beauti- 
ful town of salubrious climate and all-India importance and 
to be in your midst this morning to express on behalf of the 
Government their appreciation of the good work which your 
Association has been doing and to give you an assurance of the 
sympathy of Government in all matters relating to the better- 
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ment of the conditions of the members of the medical profess- 
sion both in the services and outside. 

2. You, Mr. Chairman, have naturally referred to the 
War and the part which members of your profession are play- 
ing in connection with it. You, whose main occupation is to 
combat the ravages of nature, disease and epidemics, are now 
occupying yourselves with alleviating suffering caused not 
by those agencies against which we are helpless, but by the 
deliberate action of mankind. It is a shame that man, the 
flower of divine creation, should be engaged in exterminating 
his own species and exercising his ingenuity in inflicting fright- 
ful injuries on his fellow beings. It is sad to reflect that the 
discoveries of scientists should have been on such a large scale 
employed in the aid of this blameworthy objects. But although 
doctors depend upon discoveries of science, yet as practising 
physicians and surgeons you are wholly free from the dis- 
grace which might attach to the scientist, for you are engaged 
solely in giving relief to the victims. There are three principal 
actors in this drama—the politician, the soldier, and the doctor, 
and whatever may be our verdict about the first two, the ver- 
dict of a grateful humanity about the third is assured. You 
never ask which side was in the right and which in the wrong. 
You are there in the thick of the fray risking your own lives 
only to help, soothe and mend. I, therefore, particularly wel- 
come your offer of assistance on behalf of your Association 
in this emergency, and I shall take particular care to convey 
it to His Excellency the Governor. 


3. His Excellency, as many of you probably know, takes 
the greatest personal interest in all matters relating to the 
provision of medical facilities for the people. At a public 
meeting in Allahabad recently he declared “I do not admit 
that the alleviation of human suffering is a duty less urgent or 
important than the war effort.” Both he and Lady Hallett 
have made it a point in their extensive tours in this province to 
obtain first-hand knowledge of the Men’s and Women’s 
hospitals, and the poor conditions to which you have referred 
in your speech has already attracted their notice. A scheme is 
even now being prepared to improve these conditions and to 
make a start at least with the hospitals in the divisional head- 
quarters, bringing them to a moderate:level of efficiency on 
modern lines. At Allahabad he has ordered the construction 
of an entirely new hospital. Special efforts are being made 
and grants given to improve the standards of the Women’s 
hospitals, but, as you would be the first to realize, all this needs 
careful planning and large sums of money and would naturally 
take time. 


4. The Indian Medical Association of which you are the 
Provincial Branch is a body of serious and responsible persons. 
The Government officially recognized it two years ago and 
attaches great value to its opinions. It is our intention to 
continue to refer to it all important matters concerning the 
welfare of the medical profession. I am, therefore, somewhat 
disappointed to understand that there is still a very large 
number of practitioners who can but have not become 
members. I should be glad to see each single practitioner 
becoming a member in his own interest and in the interest of 
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the profession generally, in order to be able to give weight to 
the opinion expressed by the Association. Time was when 
doctors in Government services formed the bulk and most 
important part of the medical profession. Rapid strides have 
been made, and now we have a sturdy and independent body 
containing a large number of private practitioners. This I 
greatly welcome. But I hope that you will in developing not 
imitate too slavishly the standards and methods of European 
associations, but would modify them to suit local circum- 
stances and conditions. The physician in India fortunately or 
unfortunately has had a very holy place from the very begin- 
ning of time. He is the Rishi, who cures out of pity for the 
suffering mankind, without thought of personal gain. The 
spirit of trade unionism would be entirely alien to Indian 
thought. And while for most of you, practical doctors, it 
would be difficult to follow in the footsteps of the Rishi—for 
even doctors must live—I venture to think that it should be 
possible to establish traditions containing a happy blending of 
the western and the eastern outlook of the medical profession. 
Tn a country like India, with a great mass of illiterate, super- 
stitious and credulous population, opportunities and tempta- 
tions for quackery are great. But I am glad that so far as 
my experience goes you have as a body steered clear of this 
facile but lucrative path and have already attained a_ high 
standard. 

5. You are naturally justified in demanding that as your 
standard rises and as you are able effectively to enforce your 
corporate opinion upon the conduct of individual members, 
you should receive more and more privileges from the State. 
You have referred to some of these things in your past 
addresses and resolutions. 

They are under the consideration of Government and most 
of them have been referred to the Medical Organization Com- 
mittee, which has been sitting for nearly two years and whose 
report is now due. It will receive most anxious examination 
at the hands of the Government. I have been given to under- 
stand that you will like to have some remarks from me on 
some of the most pressing of these demands as formulated in 
your former speeches and resolutions. 

6. One of the most repeated references is to the granting 
of medical certificates to Government servants. Most of you, 
who have been in Government service, know how strict the 
rules are for the grant of certificates even by Government 
medical officers. For Gazetted officers indeed the certificate 
of even the Civil surgeon is not sufficient. He must go before 
a medical board and so forth. The need for care and caution 
in the past was fully justified. Recently this privilege was 
extended in favour of registered practitioners. I am glad to 
say that on the whole these practitioners have justified the trust, 
though on the other hand I am certain you will be the last to 
claim that there have been no occasions for complaint. I 
have no doubt that as these practitioners succeed in establishing 
the requisite standards the rules would be more and more 
relaxed in their favour. 

7. Another of the demands, sometimes put forward, is 
that in order to alleviate the unemployment among private 
practitioners, doctors in Government services should be prohi- 
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bited private practice, and the post of Sanitary Inspectors 
reserved for them. Unfortunately there are so many stations 
yet without private practitioners of the requisite standard that 
it would be impracticable and unfair to the general public to 
deprive them of the medical services of Government doctors. 

As regards Sanitary Inspectors, the U. P. Medical Council 
is opposed to the suggestion. If, however, it should appear that 
there is a general demand among you, I shall be prepared to 
reexamine the question. Possibly by altering the designation 
of Sanitary Inspectors and declaring them eligible for promo- 
tion to the Provincial Medical and Health services, the pro- 
posal can be made more attractive. In some ways it would 
be very useful, for then the utility of the subordinates of the 
Health department would be considerably increased and 
questions such as the mass inoculation of pilgrims for cholera, 
which we are now considering, would become easier to tackle. 

8. Then as regards subsidized dispensaries and _practi- 
tioners, we can claim that the policy of the Government is 
fairly generous. Government gives half the recurring cost for 
a rural dispensary if the District Board is prepared to find the 
other half and in addition a non-recurring grant of Rs. 750/-. 
83 such dispensaries are working at a recurring cost of nearly 
a lakh of rupees, and we make a provision in the budget every 
year for financing more. The practitioners used to get a 
subsidy of Rs. 400/- per annum if licentiates and Rs. 600/- 
if a graduate. This has been enhanced to Rs. 600/- and 
Rs. 1,000/- respectively. There are 40 practitioners receiving 
this subsidy but only 6 of them are graduates. I do not know 
why,if the graduates are really unemployed as they represent 
themselves to be, they do not come forward in larger numbers 
to take this subsidy of Rs. 1,000/- per annum and at the same 
time secure an opportunity to render humanitarian service to 
the rural population. 

9. You have sometimes asked that the Health Scheme be 
promulgated in all the districts of this province. This province 
has the largest number of districts in India, but is by no means 
the richest. The question of funds is therefore always a real 
problem. Even so we have this scheme in operation in 37 out 
of our 48 districts, which is no mean achievement, and we 
fully intend to maintain our policy of extension and I hope 
to add at least 2 more districts next year. 

10. There are other matters, the reservation of stations, 
medico-legal work, the differences between you and the licen- 
tiates—these, as you will readily admit, are the result of histo- 
rical circumstances. As time advances these questions ~are 
bound to get settled themselves. The late Minister for Health, 
the Hon. Mrs. Vijaya Lakshmi Pandit—you well know her 
enlightened and responsive to public opinion policy and how 
jealously she guarded your interests she took the decision to 
convert the Agra Medical School into a Medical College in 
order that students coming out might not have the brand of 
inferiority, which had come to be associated with the students 
of that School. When I took over charge last year the War had 
just begun, and this scheme with its large expenditure was an 
anxious problem for the Government. They decided that the 


reform was of such great importance that any money spent 
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now been officiaily established and we are on the look -out 
for suitable teachers. I can assure you that no effort will be 
spared to select the best men for the job. I hope that the 
establishment of this College will mark an important advance 
in the medical history of these provinces, and with the two 
sister colleges at Lucknow and Agra and a healthy competi- 
tion between them, the public of these provinces will derive a 
great benefit. 

11. The question remains as to what is to happen to the 
old licentiates, many of whom are men with the highest skiil 
and education. They represented to me that the University 
of Agra, to which the Medical College will be affiliated, should 
establish a special examination by undergoirig which they may 
be admitted to a degree. I was told that some such system 
was in force in Madras. I made inquiries and have found 
that an L. M. P. in Madras is under certain conditions allowed 
to take the Ist M.B., B.s. and then after 2 years of study at the 
Medical Ccllege the final m.z., B.s., I now propose to consult 
your Association and the Agra University if something on 
these lines can be devised for our licentiates and would be 
acceptable. Even so there will remain a number of Licentiates, 
who owing to age or other circumstances are unable to take 
advantage of any facilities which might be offered to take a 
Degree. I hope that they would cheerfully accept the situation 
and welcome the abolition of the Licentiate grade with its 
inferiority brand in the interests of the profession, even though 
it will mean that they are unable to take advantage of these 
facilities. 

12. You ask for the abolition of the Civil side of the 
I.M.S., suggesting that any demands for the purposes of War 
would be adequately met by the growing number of private 
medical practitioners, but are you sure that the time and condi- 
tions are ripe for such a demand? You are aware that in the 
Provincial Subordinate Medical Service there is a_ section 
giving an undertaking for military duty, and it will surprise 
you to know how many of them have , backed out of 
this undertaking and Government have been forced to 
exact the penalty. There is a great demand for doctors of both 
grades at the present time for military duties; but there have 
been few volunteers. On the one hand you speak of unemploy- 
ment amongst private practitioners and their capacity to replace 
the civil I.M.S. on the other I have this picture of disinclina- 
tion to volunteer for military services. If, therefore, you are 
serious in this demand, the present War offers a good oppor- 
tunity for demonstrating that you are prepared to take your 
share in such emergencies, and only on the basis of accom- 
plished facts would you be justified in making demands like 
these. 

13. You may have seen a recent communique of the 
Government announcing the terms and conditions of the employ- 
ment of civil sub-assistant surgeon on military duty during 
the War. A  sub-assistant surgeon already in service will 
retain his lien on civil appointment and count this military 
duty towards future promotion. New recruits will be con- 
fined in their civil appointments on the occurrence of a 
vacancy and the period spent on military duty shall count 
towards pay, promotion and pension and accumulation of leave, 
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and such duties will always constitute a strong additional claim 
for permanent appointments to the Provincial Medical Service. 
It is also under contemplation that private practitioners who 
proceed on military duty may receive an appropriate exemp- 
tion from the age-limit when, on return from military duties, 
they apply for service under the Government. 

14. Gentlemen, you will pardon me for making a refer- 
ence to another question which comes up again and again in 
your deliberations and in discussions on medical matters. I 
mean the reference to the Unani and Ayurvedic systems of 
medicine. This is a subject of perennial controversy. The 
exponents of these systems call them as indigenous and brand 
you as foreign, and you have not been slow to retort by label- 
ling them as unscientific as compared to your scientific 
system. Well, Gentlemen, if you appeal to science and dis- 
coveries which are the fruit of patient toiling research, I hope 
you will eliminate all element of arrogance from your minds. 
T have been disappointed to read in your publications references 
to the exponents of those systems as fighting with bows and 
arrows; whereas you were equipped with aeroplanes and 
tanks. I have seen, and I am sure others have seen those very 
bows and arrows hit at times the target when tanks and 
aeroplanes have completely missed. Let us, therefore, cultivate 
that spirit of humility which must be associated with scientific 
search for truth. Let us not forget the very common lines— 

Let Knowledge grow from more to more 

But more of reverence in us dwell. 
The Government intend to give the fullest scope to the 
Unani and Ayurvedic systems to prove their worth in the 
service of the people of this province, to improve and to develop 
the teaching in their Colleges and to conduct research and to 
place their systems on a rational and scientific basis which 
cannot be the exclusive monopoly of any one sect or one 
system, and I would earnestly appeal to you not to grudge 
these systems their worth and their success, but to treat them 
as comrade in arms, each fighting the common enemy—disease, 
in its own way. 

15. At the same time I must recognize differences in vital 
principles between your system and the other two. There is 
an irreconcilable contradiction between your physiolog; and 
pathology and theirs. You do not accept their dhatus and 
humours, kaf, bad, pit, any more than they do your theory 
of bacilli and microbes and reaction to inoculation,etc. I see 
that an attempt is being made to graft a few undigested prin- 
ciples of your system on to the Unani and Vedic, and in some 
institutions a short course in one or two subjects is given to 
the student Vaids and Hakims; I do not know whether this 
will result in any good to the exponents of the Vedic and Unani 
systems themselves. Many of them, who think, are already 
saying that this innovation may in the long run prove detri- 
mental to their genuine interests. It would be an admission 
that perhaps the principles of the other system were more 
correct, and were for that reason being adopted to a larger or 
smaller extent by the Vaids and Hakims. One consequence 
has been a demand that Vaids and Hakims should be recognized 
as proficient in “allopathy”, whatever that might mean, and 
should be allowed to administer chloroform and perform 
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surgical operations. Government have no power under any 
law to recognize such things or to give such permission. 
Certificates or licences can only be given by a properly consti- 
tuted body of masters of a certain science or art, that is to 
say, a Faculty or an Institution of that very system of which 
the licence or degree is sought. The Board of Indian Medicine 
was established by the late Government to reorganize the 
Unani and the Vedic Systems, but a diploma of that body 
certifying proficiency in the western system of medicine would 
be as meaningless as of the Royal College of Physicians in 
London certifying to Ayurvedic or Unani attainments. It 
would have no value whatever in the public eye or in the law 
courts, should any accidents occur. In any case it is clear 
that Government can confer no recognition or immunity in the 
way in which it is sought. 

16. Lastly, there is a matter, which is, comparatively 
speaking new in the outlook and the world of the practising 
medical men to which you, Mr. Chairman, have referred in 
your speech. I mean the reference to the need for educating 
the public in relation to Medical and Public Health matters in 
order that they might appreciate what is being done and might 
effectively co-operate. Till recently this was considered to be 
the function of the Public Health Department, and I welcome 
the indication that now you consider that it is no less your 
function also. Naturally, to begin with, we had two separate 
departments—Public Health and Medical, each with its own 
preliminary organization; but the attempt at keeping the acti- 
vities of the two in water-tight compartments was irrational 
and was bound to break down. As the basis of these two 
departments becomes with the afflux of time, wider and 
broader, their activities mingle more and more and the domain 
of common activity becomes larger and larger. A time may 
come when we shall consider whether it is really econo- 
mical to have separate Public Health and Medical activities in 
all local areas. 

17. I am, therefore, glad to see the co-operation which 
you have received from the Director of Public Health, and 
which you have acknowledged with gratitude, in organizing 
the exhibition which you are holding. I see in it a seed with 
great potency for development, and I hope that it will conduce 
as much to the benefit of the general public as to that of 
the members of your Association. 

18. I might say a word about the Indian Drugs Act, 
which has been passed by the Indian Legislature and in which 
you are naturally very interested. The Government of Inda 
are framing the necessary rules for its enforcement, and, as 
you recognize, substantial funds would be required for bringinz 
it into operation. The War conditions impose a great restraint 
on all such activities, but the Government hope that in spite 
of them, it may be possible to make a beginning. 

19. I am afraid I have taken a longer time than sual 
in speaking to you and have in some respects gone out of 
my way in discussing these problems, but I have done so in 
the hope that a frank exposition of our views would erable 
you to see what we are doing and how our minds are working 
and thus help to promote a better understanding between vou 
and the Government. As your Association continues to gather 
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strength and is able effectively to insist upon higher standards 
among its members you will find Government compelled and 
ready—more and more to take you into confidence and to scek 
your co-operation. 

* * 

The following Presidential Address was delivered by 
Dr. Banarsi Das at the Seventh U. P. Medical Conference held 
at Dehra Dun on the 27th October, 1940: 

Fellow delegates, ladies and gentlemen, 

My first words must be of deep thankfulness to the 
branches of the Indian Medical Association in this province for 
having elected me to the office of President. It is the highest 
honour which the medical profession of the province can 
confer on any one. When I heard of my selection as the 
recipient of this great gift I could only attribute it to the 
generosity of the medical fraternity and to their keen desire 
to see a representative of the medical services of the province 
installed in this chair. Therefore, I have obeyed your call 
and count on your co-operation for the success of cur 
Conference. As your choice has fallen on a man in fublic 
service you have to accept him with the limitations impcsed 
on him by considerations of service discipline. Moreover 
I have devoted the last eleven years entirely to the study and 
practice of psychiatry. This has resulted in my losing tovch 
to some extent with the trend of thought and events in the 
general field of medical practice. 


MEMBERSHIP 


We have 39 branches of the I. M. A. in this province 
with a total membership of 745. The number of medical men 
and women registered in U. P. is over 3,000. In other words 
three-fourths of the total number of doctors in the province 
are still not in our Association. Again we have over 700 men 
and women in the medical services of the province including 
I.M.S., P.M.S., P.S.M.S., P.H.S. and Dufferin fund services. 
Yet only about 30 of them have cared to come into the Asso- 
ciation These figures serve to show the urgent necessity of 
increasing our membership. In this work each member can 
help by explaining to non-members within his or her reach the 
advantages of belonging to this great organization. Doctors 
are mostly generous and public-spirited by nature. I can think 
of no reason for their apathy except want of knowledge of the 
activities of this institution. We may reasonably expect a 
good response if the matter is brought to their notice and the 
advantages of co-operative effort are explained to them. 

In this connexion I would make a special appeal to my 
colleagues in the various services to rally round the banner 
of the Association in large numbers. The I. M. A. aims at 
the improvement of the status of all medical men and women 
in India without distinction of caste, creed or colour. The 
interests of the medical services will always be safe in its 
hands so long as they are not incompatible with the wider 
interests of the whole profession. The men in service should 
take a long view of things. With the rapid march of political 
progress vested interests and service privileges are bound to 
disappear sooner or later. One need not be a propht to 
realise that the dissolution of medical services, as they exist 
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at present, is inevitable. Prudence and enlightened self-interest 
should urge those in service to align themselves with the 
organized forces of progress. In this way alone they can 
hope to influence great decisions of vital interest to them. lf 
they continue to tread the other path they will have only 
themselves to blame if judgment goes against them by default. 


Service men and women need not hesitate to join as in 
1937 the United Provinces Government made a clear statement 
saying “Government Medical Officers are not prohibited from 
joining any Medical Association.” In 1938 they went even 
further and sanctioned “the recognition of the Provincial 
Branch of the I.M.A. as a body to be consulted on all important 
matters relating to and affecting the medical profession including 
public health.” 

FUTURE OF SERVICES 

Judging from what has happened in the .self governing 
Dominions in the British Commonwealth I am led to believe 
there will be a great expansion of the Public Health Services 
of India. A Prison Medical Service may also be organized. 
‘\ National Health Insurance scheme of some kind will have 
tu be introduced by a national Government. This will absorb 
a large number of doctors and will be of inestimable benefit to 
the poor classes of the community. But the purely medical 
services as we see them to-day are bound to give way to a 
voluntary system of hospital work. Medical, surgical and 
other types of professional work will be done in hospitals in 
India by honorary physicians and surgeons as is the case in 
other countries. 


Honorary AND SURGEONS 


The present rules of making appointments to honorary 
posts in hospitals have been freely criticized from time to time. 
The profession does not like the division of honorary posts 
into three classes. The qualifications laid down for candidates 
for appointment as honorary physicians or surgeons are not 
possessed even by the great majority of civil surgeons in the 
province although the honorary physicians and surgeons are 
expected to work under their general supervision. For these 
reasons very few honorary appointments have been made 
although the rules were promulgated in 1935. It is obviously 
necessary to discover the cause of this poor response from the 
profession. It should be acknowledged that the rules require 
revision without delay. It would be best to ask Government 
to appoint a small committee to draft a new set of rules and 
this Association may also be given a chance of examining the 
new draft before it is brought into force. 


MeEpIcAL CERTIFICATES 


The provision of counter-signature of the civil surgeon 
on medical certificates issued by registered practitioners is 
still a source of irritation. Many self-respecting practitioners 
refuse to issue certificates as they do not like that they 
should be counter-signed by the civil surgeon. In the 
inimitable language of Capt. K. P. Bagchi the next step may 
be the provision of “counter-prescription” or “counter-opera- 
tion.” The Medical Council has great powers over registered 
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practitioners and can always deal effectively with any one 
found issuing certificates of a doubtful character. Confidence 
begets responsibility. Whatever might have been the necessity for 
the system of counter-signature in the past it is an anachronism 
at present. The sooner it goes the better it will be. 


Tue INpIAN MEDICAL SERVICE 


The subject of creating a separate civil medical service 
has been discussed threadbare from many platforms. In 1937 
Dr. G. C. Anderson, Secretary of the British Medical Asso- 
ciation, made an extensive tour of India. He has given a 
fair picture of the position in his report. I make no apology 
for quoting paras: 39, 40 and 41 of the report :— 

“39. Two main reasons are advanced in support of the 
employment of I.M.S. officers in civil appointments : 

(1) To provide a reserve of European medical officers 
and a smaller number of trained senior Indian medical officers 
available in time of war or emergency; 

(11) To ensure for European officers of the superior Civil 
Service and their families medical attendance by European 
medical officers. 

40. (1} The War Reserve. The existence of the civil 
side of the I.M.S. was represented to me as the cause of 
much dissatisfaction in India. As regards the provision of a 
war reserve, the Government of India and the military 
authorities consider that it is essential that such a reserve 
should be maintained by means of a civil branch of the 
I. M. S., and the same conclusion has been reached by a 
number of Commissions. On the other hand, representations 
were made to me by members of the independent medical 
profession in India, and of the Provincial Medical Services 
also, to the effect that an adequate reserve could be built up 
in India. Consequently they regard the contention of the 
military authorities as an excuse to preserve the civil side of 
the I. M. S. 

41. (ii) European Medical Attendance upon Europeans. 
The second reasen given for the continuance of the civil side 
of the I. M. S. is to ensure European medical attendance upon 
European civil servants and their families. This provision 
forms part of the contract between the Government and civil 
European Government officers, and the Government authorities 
consider it essential to the contentment of the Civil Service. 
Many Indians with whom I discussed the subject, however, 
believe that the need for such provision has been exaggerated, 
for they say that there are places in India where the 
European members cf the superior Civil Services and their 
families, and indeed non-Service Europeans, readily avail 
themselves of the services of Indian medical practitioners. It 
was suggested to me that by assuring to the Indian—whether 
he was an officer in the I. M. S., a member of a Provincial 
Medical Service, or an independent medical practitioner 
greater opportunities for advancement in knowledge and 
experience through the development of the system of open 
ccmpetition for those posts which were not at present available 
to him, men of sufficient standing, capability, and education 
ic satisfy the needs of the community, irrespective of nationality, 
would be forthcoming.” 
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Future of PRACTICE 


Till now most medical practitioners have been .doing 
general practice by themselves. In this province there has 
been no indication of co-operative effort in this direction. 
Capt. R. K. Kacker our first specialist in tuberculosis has set 
up a fine sanatorium. But it is entirely his own. Dr. R. N. 
Bhatia runs a successful surgical clinic but it is his personal 
property. To my mind the future of medical practice lies not 
in the direction of our lonely consulting rooms or proprietary 
clinics but in the founding of polyclinics and nursing homes 
fiuanced and managed by groups of physicians, surgeons and 
specialists. In such a group you may have only one practi- 
tioner of each branch of medicine or surgery so that profes- 
sional jealously and business rivalry will be eliminated. For 
instance a physician, a surgeon, an ophthalmologist, an 
obstetrician, a pathologist, a radiologist and an ear, nose and 
throat specialist may pool their resources and purchase or hire 
a suitable building for their polyclinic. They may employ a 
lay person as a receptionist. When a patient arrives ihe 
receptionist takes a moderate composite fee and prepares an 
index card giving an outline of the patient’s history. All 
doctors of the polyclinic are now at his disposal. The patient 
goes from cubicle to cubicle until the diagnosis is made and 
fhe treatment chalked out. In difficult cases the dcctors may 
bring the patient to their daily conference to discuss the matter 
in detail. When the polyclinic is found to be successful a 
nursing home may be attached to it on the same lines and 
indoor cases may also be treated. The scheme has worked 
well in America where they call them Medical Centres. 
Doctors are prohibited from advertizing. But the medical 
centre often conducts a regular publicity campaign in the news- 
papers and by posters. I shall give you only one example. 
Some years ago they gave wide publicity to the slogans 
“Celebrate your birthday by visiting your physician’, “Your 
motor car needs a periodical overhaul: so does your body.” 
“Serious disease may be detected and cured by regular visits 
to your doctor”. This campaign made the population health 
conscious. It resulted in a large influx of people into the 
consulting rooms of physicians with pecuniary profit to the 
doctors and great benefit to the health of the intelligent people 
who went to them. 


ANCIENT SYSTEMS OF MEDICINE 

In the last few years there has been a great revival of 
the Hakimi and Ayurvedic systems of medicine in this pro- 
vince. We have several Government-aided institutions which 
teach students modern anatomy and physiology on which are 
grafted Hakimi or Ayurvedic medicine and pharmacology. 
The position was well described by a former Inspector General 
cf Civil Hospitals. He said it was like the Commander-in- 
Chief of an Army Corps wanting soldiers armed with the latest 
and most up-to-date weapons of offence and defence but being 
supplied with only about two-thirds of the required number 
with the necessary equipment. Along with these wholly inade- 
quate but well equipped troops the Commander is also told to 
employ an army of archers with bows and arrows to face the 
enemy’s forces armed to the teeth with modern weapons. 
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Fight against disease and death must be carried on with the 
very best weapons forged with the help of the epochmaking 
discoveries of modern science. 

When a nation is in a state of depression and feels doubt- 
ful about its future it tends to fall back on the past which is 
glorified. Ancient things begin to appear magnificent just 
because they are ancient and argument becomes useless even 
irritating. Patriotic sentiment also invests the indigenous 
systems with greatness which is beyond the sphere of logic 
or reason. Ii you look beyond the borders of India you will 
find ancient indigenous systems in existence in China and 
Japan. But the Medical Colleges of Peking and Tokyo teach 
modern scientific medicine. The people of those countries are 
not less patriotic than Indians. But they have a better idea 
of the relative value of modern medical science and systems 
of heary antiquity. The Unani system is said to have come 
here from Egypt through Greece and Iran. You may go to 
the medical schools and colleges in Egypt, Greece, Iran, Iraq 
or even Afghanistan. You will find modern medical science 
being taught in all its branches. You will look in vain for a 
professor of Tibbi medicine or pharmacology. All these self- 
governing countries utilize public funds for teaching scientific 
medicine for the benefit of their citizens. 

We are told our phamacopeeia derives many drugs from 
the crude herbs used in ancient systems. We are not ashamed 
of this. Science recognizes no limits. There are no bounds 
to human knowledge. Pharmacological research is extending 
the use of drugs made from indigenous material. In the 
dim past man covered his nakedness with leaves and put on 
sheepskins to protect his body from cold. Now we have nice 
textiles made from vegetable fibre and woollen cloth keeps us 
warm. But our love for the ancient indigenous system of 
clothing does not prompt us to go about in fig-leaves or 
sheepskins. 

Our critics say we cannot guarantee cures. But ihe 
practitioner of the ancient system gives such guarantees. A 
scientist must be humble as no body is all knowing. In all 
humility and in the true scientific spirit we do not claim per- 
fection nor can we concede it to others in this imperfect 
world. There can be no guarantees in medicine. After all what 
is the value of such a guarantee given by an ignorant 
man? Of course they cure some cases. But so do the 
magicians, charm merchants, faith healers and even the 
medicine men of South Sea islands. What about those others 
wno die or seek scientific treatment when it is far too late? 


The question of cost of treatment is also brought up 
against us. The crude herbs of the ancient systems are 
certainly cheap. But so are fig-leaves and sheepskins. Yet 
no body dreams of asking us to dress in the primitive style. 
Scientific remedies are expensive as their preparation from 
crude articles is a costly process. Scientific education and 
medical training also require the expenditure of much money. 
But the cost of treatment will be substantially reduced when 
imported drugs are replaced with those made in the country. 
However no question of reduction of cost should be permitted 
to lower the standard of medical treatment. 
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When any one has a legal problem he takes care to go 
to the best qualified lawyer for advice. But it is strange to 
see some men of sound education and culture flocking to the 
doors of unqualified practitioners. Many others make vehe- 
ment speeches in public to support the ancient indigencus 
systems but always take scientific treatment in private for 
themselves and their families. 


QUACKERY 


This country seems to be the happy hunting ground of 
the quack. Take any newspaper. The best displayed adver- 
tisements are those of patent medicines and secret nostrums. 
As the revenue from advertisements is the principal source of 
income of newspaper proprietors most papers are run on a 
double standard of ethics. The reading matter sponsored by 
the editorial staff is usually based on ethical principles. But 
the advertisements published by the manager equally violate 
such principles. Cure-alls, panaceas for incurable diseases, 
charms to guarantee sure success in examination or love 
affairs, rejuvenators to transmute tottering old men of sixty 
into youthful youngsters of sixteen are freely offered for the 
sake of the revenue their advertisement brings. The creculous 
reader generally imagines the printed werd cannot be wrong. 
The good name of the newspaper as a sound exponent of public 
opinion lends additional importance to the quack’s advertise- 
ments printed in it. The gullible public is thus thoroughly 
expioited by the fake medicine vendor and the charm merchant. 
Worthless compounds are sold for fabulous amounts of money 
pulled out of the pockets of people by clever copy writers for 
the benefit of unscrupulous quacks. 


Nor is this all. Along with useful vegetables like the 
potato and the tomato as well as the useless leaf of the 
tobacco plant we have imported some fads and cults from 
America. Foremost among these comes homeeopathy. It was 
started in Germany as a _ protest against the excessive 
drugging and bleeding commonly employed in those days. 
The patients craved weak medicines. The homceopaths gave 
them. The homceopaths began to test drugs on themselves 
in fancifully small doses and claimed to observe all sorts of 
symptoms. This was called proving the drug. Pathology 
of disease had no place in their scheme. It is recorded ihat 
one decillionth of a grain of table salt was found by an 
imaginative “prover” to produce on himself 1349 symptoms. 
And while the dosages of the early homceopaths often reached 
the heights of futility, the preparations they used were some- 
times of a highly poetic and romantic nature. In a catalogue 
of homeeopathic remedies appeared such strange substances 
as lachryma filia, the tears of a young girl in great grief and 
suffering, used for great grief and suffering in young girls. 
The strength of the drugs used may be estimated from the 
fact that a child swallowed the entire supply of homoeopathic 
drugs of the family for a year at a single sitting and rot 
knowing that anything ought to happen, did not have a 
symptom. Homceopathy disappeared from Germany long ago 
but flourished in America in the early years of this century. 
It has steadily declined there in recent years. The few 
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homeeopaths to be seen in England are regularly qualified 
medica’ men who practise the cult for reasons of their own. 


But what of India? Here one may obtain degrees in 
homceopathy by post with little or no preliminary education. 
Even a so-called degree is not essential. We all know so 
many successful homceopaths who have taken to this lucrative 
profession after retiring from some other business or public 
service. The medical profession took no particular notice of 
homeeopathy so far as it was hoped that the advancement of 
education would give the public a better perspective on the 
vital questions affecting their health. In the meantime the 
homeeopaths have been busy organizing themselves and are 
now clamouring for registration and recognition by Government. 

Every medical man has had the sad experience of being 
called to attend to patients suffering from cancer, tuberculosis 
and other dangerous diseases at an advanced stage when no 
hope of a cure can be held out. The same diseases could 
have been radically cured if proper advice was sought in the 
beginning. But the patient fell a victim to the blandishments 
of quack medication which gave worthless guarantees. Yet 
one finds at every street corner these vendors of little sugar 
pills plying a profitable trade and wasting the valuable time 
and money of credulous patients. 


Naturopathy has also come here from across the seven 
seas. A naturopath ought to be, as his name implies, a healer 
who depends on natural methods of cure. However, while 
walking barefoot in the dew, exposing one’s self in the garb 
o: nature to the rays of sunlight, the eating of hay, grain 
and oats, and similar technique may constitute a part of 
naturopathy the cult has often embraced other strange systems. 
Naturaopathy represents capitalization for purposes of financial 
gain of the old advice that outdoor life, plain diet, enough 
exercise and rest are conducive to health and longevity. When 
these simple principles can be linked with the printing of 
worthless pamphlets, intricate apparatus, or faith cures, the 
formula yields gold. By these systems misinformation in the 
field of science is spread widely among what is probably one 
of the most ignorant people in the world relative to the 
organization of their own bodies and their care. The slogan 
“no bugs, no drugs, no surgery” is used to catch the unwary. 
The appeal is one likely to attract particularly the labourite, 
the radical and the free-thinker. 

Since the dawn of life men have availed themselves of the 
healing powers existing in nature. The light and heat of the 
sun, the burning steam from natural hot springs, the dry air 
of the desert and even the buffeting waves of the sea have 
been used for physical stimulation in overcoming disease. It 
has remained for the astute commercial minds of our progres- 
sive times to incorporate these qualities for their personal gain. 


TuHeE INptAn Drucs Act 


The Indian Drugs Act is now on the statute book. Let 
us hope it will scon come into force. It should prove a great 
boon if it helps to provide an effective control of the drug 
trade. In the past India has served as the dumping ground 
ol drugs of poor and doubtful quality. With the facilties 
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provided by the Act we should be in a position to exercise 
better control on imported medicines as well as on those made 
in the country. The matter affects the health of millions of 
people. No question of financial stringency should be allowed 
tu delay the operation of Chapters III and IV of the Act. 


MenicaL Epucation 


The division of medical men into graduates and_licen- 
tiates has been the source of a lot of friction and misunder- 
standing. I am happy to see the United Provinces Government 
have followed the lead given by Madras. The course of training 
for the licence has been abolished. In future all medical men 
will receive a University degree. But the old licentiates are 
also keen to obtain a qualification which will place them on a 
level of equality with medical graduates. The Universities are 
not prepared to give them reasonable facilities for the purpose 
as they are afraid the British Medical Council may withdraw 
its recognition of their medical degrees. 


In this connextion I would invite your attention to the 
scheme of a Federal College of Physicians and Surgeons of 
India published by my colleague Dr. K. N. H. Rizvi in the 
Journal of the I, M. A. for October, 1938. The scheme is of 
a practical and inexpensive character. If such a college is 
started as an examining body on the lines of simliar corpora- 
tions in Great Britain and if the Indian Medical Council 
accepts its licence for registration as similar licences are 
accepted in England our old licentiates can study for and 
take the new licence. It will be a big step towards the 
achievements of the ideal of one standard of medical quali- 
fication in India and will remove a legitimate grievance of the 
old licentiates. 


MeEpICcAL RELIEF 


The expenditure on medical relief in the United Provinces 
was only -/1/- per year per head of the population in 1936. 
This is the lowest figure in the whole of India. It was -/2/1 
in Bengal -/2/7 in Madras, -/4/9 in Bombay and -/5/7 in 
the neighbouring province of the Punjab. The problem of 
medical relief is acute specially in the vast rural areas of this 
province. The scheme of subsidizing medical men to settle 
down in villages has not been as successful as one would 
wish. The average medical man has little rural bias. He is 
usually a city dweller from his childhood and seeks urban 
amenities of life. Moreover the village can seldom provide 
a sufficient income for him to live upon without casting a 
longing glance on the city. On the one hand the villagers 
are mostly too poor to pay the doctor’s regular fee. On the 
other the doctor has gone through a very expensive course of 
training over a period of several years. He has invested a 
large sum of money in surgical instruments and other equip- 
ment. He rightly expects his clients to give him a decent 
living. It must be frankly admitted that the problem of rural 
medical relief will not be solved by this type of medical 
practitioner. 

To provide cheap medical relief in villages a new hybrid 
tvpe of practitioner is being trained in our Tibbi and Ayurvedic 
teaching institutions. This type will no doubt be less expensive 
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than the fully qualified medical man. But the experiment is 
fraught with danger. The new Hakim or Vaid goes out with 
a smattering of anatomy, physiology and surgery. As he is 
expected to practise Unani or Ayurvedic medicine the Indian 
Drugs Act will have no control on his medicines. The effort 
of pouring new wine into old bottles is futile. It is like 
putting a pilot in a modern eroplane but arming him with a 
bow and arrows instead of automatic machine guns. 


Medical treatment must be made less expensive so that 
it may be available in the remotest village. The problem 
must be faced. Half measures will not do. The cost of 
drugs should be lowered by their production in the country. 
There is no dearth of raw materal. Next comes the question 
of doctor’s fees. In my opinion the only way of reducing the 
scale of fees is by training another type of doctor at a lesser 
cost. It can be achieved by the use of Indian languages as 
the medium of instruction. This is not a revolutionary idea. 
After all in China and Japan, in Iran and Egypt and in all 
other countries of the world medicine is taught in the language 
of the people. It is not necessary for me to describe a 
detailed scheme of training. But it should not be difficult to 
frame a complete scheme if those in power would agree to 
consider it. There must be no lowering of the standard of 
training. The medical course must occupy full five years. But 
it should be possible to let students join the medical college 
straight from the high school. The student’s standard of living 
should also be kept at a level in consonance with that expected 
ut a prospective rural practitioner. 


The first objection to the proposal is that it will again 
create an inferior class of practitioners. The training of 
our licentiates Has been improved so much in recent years that 
they resent the disabilities imposed on them. As far as one 
can see he licentiates will gradually disappear and only one 
class of qualified practitioner will be in existence in the next 
generation. These will be English trained medical graduates. 
Each civilized nation educates its children in every branch of 
knowledge in its own language. Educated men and women 
of these countries cannot be considered inferior to any one. 
It India trains her medical practitioners of the future in 
Indian languages why should they be branded as inferior? In 
fact those trained in their own language may be expected to 
carry on original research with better success than those who 
have to think in a foreign language laboriously learnt at 
school. With the disappearance of the English trained 
doctors in two generations the new class of medical men will 
be in possession of the whole field of medical practice in this 
country as others have in their own countries. 


The second serious objection is about books. At present 
medical books in English are plentiful and new up-to-date 
editions are readily available as there is a great demand in all 
English speaking countries. In India the problem is further 
complicated by a multiplicity of languages. This is a formid- 
able objection which affects our national life at every stage. 
I: is obviously impracticable to provide books in each dialect 
or provincial language. That Hindustani is understood from 
Kashmir to Cape Comorin and from Karachi to Calcutta has 
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been proved by the success of the Hindustani talkies. Books 
should be written in Hindustani and printed in both Hindi 
and Urdu scripts. Of course the demand for these books will 
be of a limited character. They can be kept up-to-date by the 
issue of suppplements and by the lecture notes of the teachers. 


Post-GRADUATE EpuUCATION 


The number of medical men and women who go abroad 
to obtain post-graduate degrees and diplomas is very large. 
The first reason is that undue weight is attached to foreign 
qualifications both by the Government and the pubiic. The 
second reason is the absence of the necessary facilities for post- 
graduate work in certain fields like psychiatry. This is a 
country of long distances and it is not practicable to have one 
central post-graduate medical institution. But there is no 
reason why our medical colleges should not mutually arrange 
to specialize in post-graduate instruction in different subjects. 
Madras has unrivalled facilities for midwifery and gynecology. 
Lahore can easily specialize in eye surgery. Patna can draw 
upon the resources of the two large mental hospitals at Ranchi 
for a post-graduate diploma in psychiatry. 


Refresher courses of an essentially practical nature are 
necessary for every practitioner from time to time. All 
teaching hospitals shculd arrange such courses periodically. 
A nominal fee may be charged. It is an essential public service 
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and cannot be run on a profitmaking basis. Every facility and 
encouragement should be given in order to attract the practi- 
tioners. 


CONCLUSION 


And finally we must never forget ours is a noble profes- 
sion. Robert Louis Stevenson has said “there are men and 
classes of men that stand above the common herd: the soldier, 
and the shepherd not infrequently; the artist rarely; rarelier 
still, the clergyman; the physician almost as a rule. He is the 
flower (such as it is) of our civilization; and when that stage 
of man is done with, and only to be marvelled at in history, 
he will be thought to have shared as little as any in the defects 
of the period, and most notably exhibited the virtues of the 
race. Generosity he has, such as is possible to those who 
practise an art, never to those who drive a trade; discretion, 
tested by a hundred secrets ; tact, tried in a thousand embarrass- 
ments; and what are more important, Heraclean cheerfulness 
So that he brings air and cheer into the sick 
as he wishes, 


and courage. 
room, and often enough, though not so often 
brings healing.” In the end— 
I say: Fear not! Life still 
Leaves human effort scope. 
But, since life teems with ill, 
Nurse no extravagant hope. 


THE REPORT OF THE ETHICAL SUB-COMMITTEE OF THE INDIAN 
MEDICAL ASSOCIATION 


At a meeting of the Central Council of the Indian Medical 
Association held at Delhi on the 31st March 1940, it was 
resolved that a Sub-Committee be formed consisting of Capt. 
Moolsingh Bazaz, Dr. S. N. Mitter, and Dr. S. C. Sen to 
draw up a code of ethics and present its report to the next 
meeting of the Council. 

The Report of the above Sub-Committee (printed below) 
was discussed at the Central Council meeting held at Delhi on 
the 25th October 1940 and it was decided that it should be 
published in the J. J. M. A. along with opinions already 
received to elicit opinions of members of the Associaticn 
thereon, either individually or through their branches. 

Ep.—J. I. M. A. 


The medical professsion is not merely a learned profession 
but a noble one, the main object of which is to alleviate illness 
and promote the general health of the nation. In order to 
keep the best traditions of the profession, it is essential that 
medical men in their relations to patients and in their relations 
te themselves voluntarily observe a code of ethics so calculated 
that they, as a class are raised in public esteem. It is with 


this object that the following rules are laid down and a hope 
is strongly expressed that medical men and women all over the 
country will abide by these. 


The interest of the patient shall be paramount in the 
practice of our profession. We should also take active interest in 
all matters and organisations which tend to promote the well- 
being of the patient and the profession. 


PART I 


There are certain offences and forms of professional 
nisconduct which can be brought before a Medical Council for 
disciplinary action. This part consists of some of these. It 
is realised that the Councils have complete jurisdiction to 
consider and decide any matters outside those enumerated 
hereunder. 

Any registered practitioner who shall be shown to have 
signed or given under his name and authority certain notifica- 
tions, report or document of a kindred character which is 
untrue, misleading or improper, is liable to have his name 
erased from the medical register. 

The employment by any practitioner in connection with 
his professional practice of an assistant who is not duly 
qualified or registered and the promoting of such unqualified 
person to attend, treat or perform operations upon patients 
in respect of matters requiring professional skill or discretion 
is fraudulent and dangerous to public health, and any medical 
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practitioner who shall be shown to have so employed an 
unqualified assistant is liable to have his name erased from 
the medical register. 

This does not apply so as to restrict the proper traininz 
and instructions of bona-fide students or legitimate employment 
of dressers, midwives, dispensers, skilled mechanical and techni- 
cal assistants under the immediate personal supervision of a 
registered practitioner. 

No medical practitioner should keep any drugs scheduled 
as poisons for sale to the public for his own profit through 
the employment of assistants who are not legally qualified to 
sell these. Such action is professionally discreditable and any 
medical practitioner who is proved to have so offended will 
be liable to have his name erased from the register. 


Any registered medical practitioner who either by 
administering anzsthetics or otherwise assists an unqualified 
or any unregistered person to attend, treat or perform an 
operation upon any other person in respect of matters requiring 
professional discretion or skill will be liable on proof of the 
fact to have his name erased from the medical register. 


The practices by a registered medical practitioner of— 

(a) advertising whether directly or indirectly, for the 
purpose of obtaining patients or promoting his own professional 
advantage or for any such purpose of procuring or sanctioning 
or acquiescing in the publication of notices, commending or 
directing attention to the practitioner’s professional skill, 
knowledge, services or qualifications or deprecating those of 
others or of being associated with or employed by those who 
procure or sanction such advertising and publication and 

(b) of canvassing or employing any agent or canvasser 
for the purpose of obtaining patients or of sanctioning or being 
associated with or employed by those who sanction such employ- 
ment are contrary to public interest and discreditable to the 
profession of medicine, and any registered medical practitioner 
who resorts to any such practice renders himself liable, on 
proof of the facts, to have his name removed from the medical 
register. Nothing in this prevents registered medical practi- 
tioner from associating with dentists. 

The above are the warning .otices which have been issued 
by practically all the Medical Councils of India and are based 
on the results and decisions of the General Medical Council of 
London. 


PART. II 


The Ethical Sub-Committee further recommends the 
following rules which may be observed by Members of the 
Association. Some of them are general and others concern 
Intra-Professional Obligations. 

Publicity: (a) We consider that the lay press should, as 
a rule, never be utilised by a practitioner to publish his change 
of address, to announce his movements or to announce his 
surgery or consulting hours. There is no objection, however, 
to a notice regarding such matters being issued in sealed 
envelopes to his patients and doctors of an area where a 
practitioner is commencing his practice. We wish to add here 
that there is a strong opinion which views with dis-satisfaction 


REPORT OF THE ETHICAL SUB-COMMITTEE, I. M. A. 


Vol. X, No. 2 
NOVEMBER, 1940 


the strictness shown above. They think that the dignity of 
the profession is not affected in any way if a practitioner 
prints a simple notice in the local press intimating any change 
oi address or arrival and departure during a holiday. 

(b) Advertising in the lay press, of nursing homes, 
sanatoria, hospitals and other similar institutions should not 
he made but the medical press can be utilised for such advertise- 
ments provided they do not include any laudatory statement of 
the form of treatment given or the consulting rooms or hours 
ot a member of the medical staff at which he sees private 
patients and provided that the institution is under the direct 
control of a medical man. 


(c) It has been observed that medical practitioners take 
charge of columns in the lay press which answer to corres- 
pondents on medical matters. Such a practice is detrimental 
to public interest but we consider that there is no harm in a 
medical man writing to the lay press about important public 
health considerations. 

We consider that the advertisement of public medical 
services, which are gradually coming into being, in the lay 
press is not objectionable provided the service is advertised as 
a “Service” and not as an individual medical practitioner; pro- 
vided also that the service is open to any registered medical 
practitioner living or practising within the area concerned and 
provided that all prospective subscribers are advised to consult 
their own doctors. 


We consider that a practitioner who wishes to draw the 
attention of his colleagues in the profession to the fact that 
he has recently commenced or intends to practise any particular 
branch of medical or surgical work, may do so by either 
calling upon practitioners already established in the area and 
giving a personal explanation of his arrangements and plans 
or by sending a sealed postal notification to those practitioners 
who may be expected to be interested. Such communications 
should not, however, mention any laudatory allusion about him- 
self or his work. 


We consider also that practitioners should not encourage 
any references to them in the lay press about their work. 

We consider that a medical practitioner should not have 
a proprietary interest in preparations which it may be their 
duty to recommend to patients. Neither should he recommend 
any remedy the principal ingredients of which are not dis- 
closed to the medical profession. 


Doctors in medical practice may dispense their own 
medicines, but they should not maintain a chemist shop or a 
surgical store or an optical workshop in their own name. 
Neither they should style their own dispensaries in such a way 
that it can be mistaken as a chemist’s shop. 


They should not enter into any compact with pharmacists 
or opticians to share profits out of their prescriptions. They 
should neither pay any commissions to hotel proprietors, 
lodging house-keepers, monthly nurses, midwives or others 
for introduction to cases. The practice of fee-splitting, com- 
monly called dichotomy, and arrangements between two practi- 
tioners whereby, unknown to the patient, one practitioner 


rn 


re 
di 
a 
tl 
Vv 
f 
1 
t 


JOURNAL 
I, M. A. 


receives part of the fee due to the other practitioner, is highly 
detrimental to the honour of the medical profession. 

No medical practitioner should enter into any contract 
on the basis of “no cure and no pay”. This does not prevent, 
however, from a practitioner taking up what is commonly 
called contract practice in any of its forms. 

No practitioner should say anything, which is derogatory 
about the ability of a fellow practitioner, to the relations of 
the patients. 

Doctors should respect the secrets of their patients. It is 
preferable to have in one’s own consulting room a_ separate 
place for examining every patient privately. A medical 
practitioner should not, under any circumstances, disclose 
voluntarily without the patient’s consent information which 
he has obtained from the patient in the exercise of his pro- 
fessional duties. 

We have been advised that the State has no right to 
claim that an obligation rests upon the medical practitioner to 
disclose voluntarily information which he has obtained in the 
exercise of his professional duties. 

There are certain occasions when a medical practitioner 
is justified in refusing to continue attendance on a case, and 
these are— 

(1) where he comes to know that another practitioner 
is in attendance without his knowledge, 

(2) where remedies other than those prescribed by him 
are being used, 

(3) where his remedies are refused, 

(4) where he is convinced that the illness is an im- 
posture and he is being made a party to a false 
pretence and 

(5) where the patient persists in the use of opium, 
alcohol, chloral and other poisons. 

Relation with O ficials—He is not in any way bound to give 
up a case because he cannot cure it so long as a patient, desires 
his services. When it becomes the duty of a practitioner occu- 
pying an official position to see and report upon a case of illness 
or injury he should, as a matter of courtesy, whenever practi- 
cable, communicate with the practitioner in attendance so as 
to give him the option of being present. The practitioner 
seeing the case officially should scrupulously avoid interference 
with or remarks upon the treatment or diagnosis that has been 
adopted. A Medical Officer of Health or Sanitary authority 
ought not to demand a statement of the symptoms upon which 
a diagnosis of a notifiable disease was based by any medical 
practitioner. A Member called upon in an emergency to visit 
a patient who in ordinary circumstances would have been 
attended by another practitioner should, when the emergency is 
provided, have to retire in favour of the ordinary medical 
attendant, but shall be entitled to charge the patient for his 
services. Members should not permit their names to appear on 
any premises of which they hold no tenancy. 

The scale of fees should not be publicly exhibited. There 


are no fixed fees in the medical profession. If by that expres- 


sion is meant a Tariff regulated by recognised rule to which 
either a patient or a practitioner can appeal, but there are 
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customary fees which vary with the place, the status of the 
practitioner and other circumstances. Fees are reducible at the 
discretion of the practitioner. 

There is no rule that medical practitioners should not 
charge one another for their services but it should be regarded 
as a pleasure and privilege to give one’s services freely to a 
professional brother, his wife and children and to a medical 
student. 

The application to patients of new methods of treatment 
which has not been thoroughly tested is an experiment to which 
medical men have no right to subject them without due cause. 
Unless the medical man is satisfied that in a given case the 
patient is suffering from a condition which has not been or 
cannot be relieved by the usual means and that there is reason- 
able prospect of the new remedy affording relief, and that it is 
harmless he has no right te use the new remedy. 

No medical man should allow his name to be advertised 
in connection with the sale of articles which they might have 
used in their practice and found satisfactory. No medical 
practitioner should write prescriptions in a private formula of 
which a particular pharmacist has the key. Such prescriptions 
are unprofessional. It is not proper that medical practitioners 
should see all patients free of charge and derive profit only 
from the medicines which they write out to them. There should 
be at least a certain amount of fee to be charged from those 
who are not entirely indigent. 

No medical practitioner should make use of an 
large signboard, and only in cases where there are certain 
entrances or the building has more than one frontage should 
more than one signboard be placed. The board should never 
indicate more than the name, degree or diploma, and rank and 
title with bare details of any particular line of practice. No 
practitioner should notify treatment of a disease by a special 
line. It would be proper to add ‘physician’, ‘surgeon’, or 
‘physician and surgeon’ or ‘eye specialist’, or ‘throat and 


unduly 


nose specialist?’ or such a designation of one’ speciality 
only. It is not proper for a practitioner to style a 
private nursing home, dispensary, hospital after that of 


some renowned personage, e.g., Hippocrates Clinic, or by 
high sounding medical terms, ¢.g., “Cancer Institute’. There 
would be no objection, however, to a registered medical practi- 
tioner being financially interested in a nursing home either as 
a part or a whole proprietor. 


SPECIAL RULES 


Consultation: 1. In these Rules a practitioner consulted 
is a practitioner, who, with the acquiscence of the practitioner 
already in attendance, examines a patient under this practi- 
tioner’s care, and, either at a meeting of the two practitioners 
or by correspondence, co-operates in the diagnosis, prognosis, 
and treatment of the case. The term ‘consultation’ means such 
a co-operation between practitioners. 

2. It is the duty of an attending practitioner to accept 
the opportunity of consultation in obscure and difficult cases, 
or when consultation is desired by the patient or by persons 
authorised to act on the patient’s behalf. 
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3. In the following circumstances it is especially desirable 
that the attending practitioner, while dealing with an emergency 
when this exists; should endeavour to secure consultation with 
a colleague: 

(a) When the propriety of performing an operation or 
of adopting some course of treatment which may 
involve considerable risk to the life of the patient 
or may permanently prejudice his activities or 
capacities has to be considered, and particularly 
when the condition which it is sought to relieve by 
this treatment is not itself dangerous to life; 

(b) When operative procedures involving the death of 
the foetus or of an unborn child are contemplated, 
especially if labour has not commenced; 

(c) When continued administration of any drug scheduled 
under the Dangerous Drugs Acts is deemed desir- 
able in the case of a person who does not need it 
otherwise than for the relief of symptoms of 
addiction ; 

(d) When there is reason to suspect that the patient 
(7) has been subjected to an illegal operation or 
(ti) is the victim of criminal poisoning. 

4. The attending practitioner should nominate the practi- 
tioner to be consulted and advise accordingly, but he ought 
not to refuse to meet a practitioner selected by the patient or 
the patient’s representative, although he is entitled if such is 
his opinion, to urge that the practitioner selected in his opinion 
has not the qualifications or the experience which the particular 
demands of the case require. 

5. Ordinarily the arrangements for consultation should 
be made by the attending practitioner. 

6. The following procedure in consultations conducted at 
the patient’s residence is generally adopted and should be 
observed, unless in any particular instance there is substantial 
reason for departing from it: 

(a) The attending practitioner should ascertain in 
advance the amount of the fee to be paid to the 
practitioner consulted, and should inform the 
patient or his representatives that this should be 
paid at the time of the consultation, 

(b) All parties to a consultation should be punctual, and 
if the attending practitioner fails to keep the 
appointment the practitioner consulted, after a 
reasonable time, may examine the patient, and 
should communicate his conclusions in writing and 
in a sealed envelope to the attending practitioner ; 

(c) On entering the room of the patient the attending 
practitioner should precede the practitioner con- 
sulted, and after the examination the attending 
practitioner should be the last to leave the room; 

(d) The diagnosis, prognosis, and treatment should be 
discussed by the practitioner consulted and the 
attending practitioner in private; 

(e) The opinion on the case and the treatment as agreed 
should be communicated to the patient or the 
patient’s friends by the practitioner consulted in 
the presence of the attending practitioner ; 
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(f) Should the practitioner consulted and the attending 
practitioner hold divergent views, either on the 
diagnosis or on the treatment of the case, and the 
attending practitioner be unwilling to pursue the 
course of action advised by the practitioner con- 
sulted, this difference of opinion should be com- 
municated to the patient or his representatives by 
the practitioner consulted and the attending practi- 
tioner jointly, and the patient or his representatives 
shall then be advised either to choose one or other 
of the suggested alternatives or to obtain further 
professional advice. 

7. If for any reason the practitioner consulted and the 
attending practitioner cannot examine the patient together, the 
attending practitioner should send to the practitioner consulted 
a brief history of the case. After examining the patient the 
practitioner consulted shall forward his opinion, together with 
any advice as to treatment he may advise, in a sealed envelope 
addressed to the attending practitioner, and he may give to the 
patient or to the patient’s friends such information as he judges 
appropriate to the position. 

8. The arrangement for any future consultation (if 
required) shall be left to the initiative of the attending practi- 
tioner. 

9. The practitioner consulted shall not attempt to secure 
for himself the case of a patient seen in consultation. It is his 
duty to avoid any word or action which might disturb the 
confidence of the patient in the attending practitioner. The 
practitioner consulted should not communicate with the patient 
or the patient’s friends subsequent to the consultation except 
through the attending practitioner. 


10. It is the duty of the attending practitioner loyally to 
carry out the measures agreed at, or subsequent to, the consul- 
tations; he should refrain from making any radical alteration 
in these measures except upon urgent grounds or after adequate 
trial, and should carefully ayoid any remark or suggestion which 
would seem to disparage the skill or judgment of the practi- 
tioner consulted. 

11. The practitioner consulted shall not supersede the 
attending practitioner during the illness with which the consul- 
tation was concerned, nor shall he act as attending practitioner 
to the patient in any subsequent illness except after an explana- 
tion given to his former colleague, unless circumstances should 
make this latter course impracticable. 


OTHER INTRA-PROFESSIONAL OBLIGATIONS IN 
PRIVATE PRACTICE 


1. When a practitioner, in whatever form of practice, has 
reason to believe that a patient who requests him to give advice 
or treatment is not under the care of another practitioner he is 
at liberty to accede to the request, unless he has previously seen 
the patient in consultation with a colleague or when acting as 
deputy for a colleague. In either of these events, while dealing 
with any emergency that may exist, he should forthwith explain 
the position to his calleague. 

2. A medical practitioner, before superseding another in 
the care of a patient, must satisfy himself that the other 
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practitioner has been duly informed by those responsible for the 
patient that his services are no longer required. 

3. When a practitioner in whatever form of practice is 
asked for advice or treatment by a patient and has reason to 
believe that the patient is already under medical care and that 
the request is made without the knowledge of the attending 
practitioner, it is the duty of the practitioner so approached to 
urge the patient to permit him to communicate with the attend- 
ing practitioner. Should the patient refuse this proposal, the 
practitioner is at liberty to examine the patient and to tell the 
patient his findings and conclusions, but he shall not accept the 
patient for treatment. 

4. When a practitioner in whatever form of practice is 
requested bya patient or the patient’s representatives to visit 
him for the purpose of giving advice or treatment, and has 
reason to believe that another practitioner is in attendance, it 
is his duty to inform the patient that he cannot attend without 
the presence or consent of the practitioner actually in charge 
of the case. If the attending practitioner, after being duly 
informed declines to meet the practitioner who has been invited, 
and the patient or his representatives persist in the request in 
full knowledge of this fact, or if the attending practitioner 
retires from the case, it is open to the other practitioner to 
provide the medical care required. 


PART 


It will be evident to everyone that there could be no com- 
plete code of medical ethics and that strictly speaking there can 
be no law or rules about it. The medical profession considers 
its sacred duty to abide by certain principles and the above 
rules, so far as we are concerned, help us in doing it. The 
consequences of a breach of these rules may be most serious 
from a professional point of view. They may cause removal 
of his name from the medical register. In other cases breaches 
may not seem to have very far-reaching results. So far as 
minor cases are concerned, like the ethics in our private life, 
our conscience is the only judge and we rise or fall by the 
delicacy with which we allow our conscience to handle our 
every day dealings. No one can judge our motives in every day 
action. There is therefore great need to abide by even the 
slightest departure from honour and principles so that our 
actions may always remain above board. We consider that a 
full appreciation of the situation can only come by aiming at 
our standards of high thinking and plain living. In so far as 
we do it, we shall elevate ourselves before the public and 
occupy that position of trust, responsibility and honour which 
is our rightful due. 

Moot Sincu Bazaz, 
S. C. SEN, 
S. N. MIrtTer, 
Members, Ethical Sub-Committee, I. M. A. 


OPINIONS RECEIVED FROM THE BRANCHES REGARDING THE 
Cope or Mepicat Etuics, Proposep 
1. Copy of the relevant portion of the letter dated 
13th October, 1940 from the Khulna Branch to the Hon. 
General Secretary. 
“Re. C. No. 31, While thanking the members of the Ethical 


REPORT OF THE ETHICAL SUB-COMMITTEE, I. M. A. 


Vol. X, No. 2 
NOVEMBER, 1940 


Sub-Committee for the strenuous efforts they had to undergo for 
uplifting the cause of the medical profession, I beg to inform 
you that I have whole-hearted support for all the items of the 
report.” 

2. From the Karachi Medical Association dated 10-10-’40. 

“The proposed Code of Medical Ethics was considered 
and the Association recommends it for adoption by the Central 
Council.” 

3. From Lahore Branch dated 19th October, 1940. 

“The Lahore branch approves of the 
ethics as drawn by the Sub-Committee.” 


4. From Dr. S. Raghunath Singh, Member of the Central 
Council from the Nellore Branch I.M.A., dated 23rd October, 
1940. 

“The report of the Sub-Committee about a code of 
medical ethics for the Association was placed before the general 
body meting on 19-9-’40 and it unanimously approved the 
report. ! wish to convey this information as 
required,” 


code of medical 


for your 


* * * * 


Suggestions from Dr. Chamanlal Mehta on the report of 
the Ethical Sub-Committee. 

Part II. Publicity (a). An insertion of a simple notice in 
lay press, intimating a change of address or of resuming 
practice after a long holiday, is of absolute necessity parti- 
cularly for those practising in big cities. Such a practice 
cannot be unethical. 

Part II, page 4, para 5. gf he report recommends that “It 
is not proper that medical practitioners should see all patients 
free of charge....” This is a good recommendation, but 
throughout the Bombay Presidency a universal practice is 
established for years now that a General Medical Practitioner 
does not charge any examination fee even on the first day the 
patient consults him and depends only on the profits derived 
from the medicine charges. The practitioners have realised 
the disadvantage of such a practice. The Bombay Branch has 
taken great pains to bring home this point to all the members, 
but it seems it will take many years to eradicate this evil from 
Bombay Presidency. It needs to- be a separate paragraph in 
the report. 

Part II, page 
“There would be no 
medical practitioner being financially interested in a nursing 
home either as a part or as a whole proprietor.” 

This needs further clarification whether a medical practi- 
tioner can join in any capacity a nursing home run by a lay 
person for personal gain. I have found that in some parts 
of India, business people have opened nursing homes and 
employ medical persons either on monthly salaries or on 
percentage basis. This amounts to exploitation of the medical 
profession and such practices should be discouraged. 

There is another class of nursing homes and general 
hospitals being started by individuals or group of individuals 
from the lay public. These institutions are styled as memorial 
hospitals after some persons who donate a certain amount of 
money initially. The idea is quite laudable. But instead of 


The report recommends that 
registered 


5, para 1. 


objection, however, to a 
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running them as free hospitals for the poor, they provide 
paying beds and small charge dispensaries. These institutions 
demand the medical profession to give their services honorary. 
This kind of institutions are increasing in number in Bombay 
Presidency and are likely to be copied by other presidencies. 
They have been doing a good lot of harm to the general 


ASSOCIATION NOTES 


Vol. X. No. 2 
NOVEMBER, 1940 


profits and others run from the returns of the low charge 
paying beds and dispensaries wherein medical profession is 
working honorarily. The institution is supposed to be run by 
Seth so-and-so’s charity, while in actual practice they are 
carried on by exploiting the noble profession. 

A warning to the medical profession against co-operating 
with such institutions should be sounded in the Ethical Code. 


Minutes or proceedings of Branches and Affiliated Societics intcnded 
for publication should be sent to the General Secretary of the 


had not been formed at the time. The General Secretary 


practitioners. I have noticed some of these institutions making 
ASSOCIATION NOTES 
I. M. A., Samavaya Mansions, Calcutta—Eviror. 
CENTRAL COUNCIL, I. M. A. 


Proceedings of the XLXIV Meeting of the Central Council 
of the Indian Medical Association held at the Delhi Medical 
Association Hall, Daryaganj, Delhi, at 2 P.M. on Friday the 
25th October, 1940, with Dr. Bhupal Singh, the President in 
the chair: 


Members present—1. Dr. Bhupal Singh (Meerut); 2. Dr. 
B. C. Roy (Calcutta); 3. Dr. K. S. Ray (Calcutta) ; 4. Dr. 
; Jivraj Mehta (Bombay); 5. Dr. A. K. Sen (Calcutta) ; 
6. Capt. P. B. Mukerji (Calcutta) ; 7. Major-Gen. D. P. Goil 
(Meerut) ; 8. Capt. Moolsingh Bazaz (Delhi) ; 9. Capt. H. N. 
Shivapuri (Lucknow) ; 10. Dy S. N. Misra (Cawnpore) ; 
ii. Dr. V. Govindan Nair (Vizagapatam) ; 12. Capt. S. C. Sen 
(New Delhi); 13. Dr. U. B. Narayana Rao (Bombay) ; 
14. Dr. A. Viswanathan (Madras); 15. Dr. A. D. Mukherjee 
(Calcutta) ; 16. Dr. S. N. Kaul (Lahore); 17. Capt. R. C. 
Goulatia (Lahore); 18. Dr. B. N. Vyas (Lucknow) ; 19. Dr. 
S K. Sen (Calcutta); 20. Capt. K. P. Bagchi (Agra); 
21. Dr. Rajeswar Singh (Ghaziabad) ; 22. Dr. A. N. Ghosh 
(Calcuta). 


1. Confirmation of the proceedings of the last meeting. 

Resolved that the proceedings be confirmed. 

Arising out of the proceedings, the Hon. General Secretary 
reported that in pursuance of resolution No. 5, cheques were 
made out for the amounts of Rs. 100/- each, sanctioned by the 
Central Council for propaganda in favour of the Madras 
Branch and the Andhra Provincial Branch. The Secretary, 
Madras Branch of the Indian Medical Association, acknow- 
ledged receipt of the cheque in his letter dated 31-5-’40 and 
stated that arrangements were being made for starting a Pro- 
vincial Branch at Madras. In this connection the General 
Secretary placed before the house a copy of the proceedings of 
the meeting of the representatives of the branches of the I.M.A. 
in South India, held on 20-9-’40, in which a resolution was 
formally passed to form a South Indian Provincial Branch. A 
copy of the rules and regulations adopted at the said meeting 
was also placed before the house. 

As regards the Andhra Provincial Branch, the cheque sent 
was returned to the Central Office by the Secretary of the 
Vizagapatam District Branch as the Andhra Provincial Branch 


informed the House that the Andhra Provincial Branch had 
subsequently been formed at a meeting held on 5-10-’40, at 
which office-bearers of the Branch were elected. The amount 
sanctioned for propaganda purposes could now be sent to the 
proper quarter. 

The General Secretary further reported that since the 
last meeting of the Central Council, the Govt. of India had, 
after consideraticn of the memorandum on the Drugs Bill sub- 
mitted by the Association, given the I.M.A. a representation 
on the Drugs Technical Advisory Board. 

Regarding the draft rules of the Working Committee, the 
General Secretary reported that he had requested Dr. Jivraj 
Mehta to prepare the necessary rules. Dr. Mehta had very 
kindly agreed to do so and it is hoped that the same would he 
available before the Annual Meeting of the Central Council. 

He also reported that the Executive Committee of the 
Medical Council of India had made certain recommendations 
to the Council for the amendment of the Indian Medical Council 
Act, 1933. 

In connection with the proposed change of rules regarding 
the mode of representation to the Central Council, the General 
Secretary reported that he had requested the Bengal Provinciai 
Branch to forward concrete suggestions, but none had been 
received so far. 

2. Audited Accounts for the year 1939-40. 

Resolved that the Audited Accounts as circulated be 
placed before the Annual Meeting of the Central Council. 

The General Secretary reported that since the audited 
accounts were circulated the following amounts were received 
towards arrears of contribution from the branches. 


Rs. A. P. 

Bengal Provincial Branch 

(A/c. Kankurganchi) 0-0 

U. P. Provincial Branch 299 0 0 

Poona 195 08 


The General Secretary reported that under Rule 16A(b) a 
further sum of Rs. 1,948/-, as shown in the Audited Accounts, 
will be available for transfer to the Reserve Fund this year. 
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The General Secretary also reported that the Punjab 
Provincial Branch had paid nothing to clear its arrears of 
contribution for the previous years amounting to Rs. 1,012/8/- 
nor anything towards their currrent year’s contribution amount- 
ing Rs. 745/- in spite of several reminders. 

Dr. S. N. Kaul and Capt. R. C. Goulatia of Lahore asked 
for details of the arrears against the Punjab Provincial Branch 
year by year. 

Resolved that before the next meeting of the Central 
Council a statement be circulated to the branches and members 
of the Central Council showing the outstandings of the various 
branches, who are in arrears, year by year and the amounts 
realised from them, also year by year. 

Further resolved that a similar statement of the advertise- 
ments outstanding of the Journal of the I.M.A. be also 
circulated to the Branches and the Members of the Central 
Council before the next meeting. 

Resolved also that the Hon. General Secretary be requested 
to write a personal letter to the Secretary of the Punjab 
Provincial Branch with regard to the payment of the arrears 
of contribution due from his branch. 

The Circular of the U. P. Provincial Branch recommending 
action under Rule 13-B(b) for members who had not paid 
their Central Fund contribution for the year 1939-40, was 
read and considered. 

Resolved that their names be struck off the register for 
non-payment of subscription. 

Read letters from the U. P. Provincial Branch and Bengal 
Provincial Branch with regard to the waiving of contribution 
in respect of certain members resigned. 

Resolved that the following amounts, being unrealisable, 
be written off— 


Rs. A. P. 
U. P. Provincial Branch 
Kankurgachi (Bengal) 
Bengal Provincial Branch 


3. Draft Annual Report for 1939-40. 

Resolved that the report be placed before the Annual 
Meeting of the Central Council. 

4. Declaration of the names of the President and three 
Vice-Presidents of the Association for the year, 1940-41. 

Resolved that the following members having obtained the 
largest number of votes from the branches be declared duly 
elected :— 

President—Dr. K. S. Ray (Calcutta). 

Vice-Presidents—Drs. N. R. Sen Gupta (Calcutta), 
kk. A. Amesur (Karachi), T. S. Tirumurti (Madras).. 

5. Formation of Branches. 

The Hon. General Secretary reported that since the last 
meeting of the Central Council, new branches had been formed 
at Bellary, Rajahmundry and Guntur in the Madras Presidency ; 
Kalyan in Bombay Presidency; Jhelum in the Punjab; Bogra 
and Rangpur in Bengal. 

Resolved that the formation of the branches be approved. 

In this connection the General Secretary reported that in 
spite of repeated reminders nothing had been heard about the 
activities of nor any central fund contribution reecived from 
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the following branches for more than a year:—Bhagalpur in 
Bihar, Berhampore in Madras Presidency, and Silchar in 
Assam. He also placed before the house the letter from the 
Bengal Provincial Branch informing him that the Baranagore 
Branch had ceased to function. 

Resolved that the above branches be considered as defunct 
and the following contributions due from them be written off. 


Rs. 
Bhagalpore 
Berhampore 


6. Action taken on the Lahore Conference Resolutions. 

The Hon. General Secretary gave the details of the action 
taken on the various resolutions, and the replies received from 
the branches and the Provincial and Central Governments con- 
cerned. 

Resolved that the same be recorded and a_ statement 
showing each resolution and the action taken on it be circulated 
to the branches and the members of the Central Council. 

7. Seal of the I.M.A. 

Since the decision of the Central Council to have a seal 
for the Association, the General Secretary reported that he 
had some designs drawn by an artist, which were circulated 
to the members of the Central Council for selection. The few 
replies received from the representatives of Karachi, Madura, 
Bezwada, Vizagapatam, and Khulna all favoured the adoption 
of the design No. 2, while the Lahore Branch preferred design 
No. 5. 

Resolved by a majority of votes that design No. 2 be 
adopted and Dr. Vyas be authorised to consult Mr. Asit Haldar 
with a view to improve upon the same. 

8. Report of the Ethical Sub-Committee. 

The report of the Ethical Sub-Committee as presented by 
the members of the Sub-Committee in pursuance of the resolu- 
tion of the last meeting, was considered. 

Resolved that the report be published in the Journal of 
the I.M.A. along with the opinions received from the branches 
together with an editorial comment and that members of the 
Association be invited to express their opinion on the recom- 
mendations of the Sub-Committee either individually or 
through their branches. 

9. Election to the Drugs Technical Advisory Board. 

The letter from the Deputy Secretary to the Govt. of India 
dated 26th July, 1940, was read. The suggestion of Dr. Krishna- 
murty of Vizagapatam to elect a prominent licentiate to the 
Board was also considered. 

Resolved that Dr. Anil Kumar- Sen, M.B., of 45, Ballygunge 
Place, Calcutta, be elected to the Drugs Technical Advisory 
3oard under clause (xi) of section 5(2) of the Drugs Act, 1940, 

10. T. A. & Leave Rules to the Staff. 

The draft T. A. and Leave Rules for the staff, as prepared 
by the General Secretary, were considered. 

Resolved that the T. A. and Leave Rules be adopted with 
the following changes :— 

The word “Labour” be substituted for the word “menial” 
wherever the latter occurs. 
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In ruie No. 8 the amount of earned leave admissible for an 
employee be changed to 1/11th and 1/22nd of the period spent 
on duty in the case of Ministerial and Labour staff respectively 
instead of 1/10th and 1/20th as in the draft rules. 

11. Consideration of a proposal for making all past 
Presidents and Hony. General Secretaries of the Association as 
ex-officio Life Members of the Association. 

The proposal was rejected. 

12. Fixing the dates of the XVII All India Medical 
Conference at Vizag. 

In this connection the suggestions of Dr. K. Krishnamurty, 
Dr. S. N. Kaul and the Secretary, Karachi Medical Associa- 
tion, that the dates of the Vizagapatam Conference might not 
clash with those of the All-India Medical Licentiates’ Con- 
ference and the Ophthalmological Conference, were also 
considered. 

Resolved that the Conference be held on the 27th., 28th., 
2%th., and if necessary, on the 30th., of December, 1940, 

13. Miscellaneous. 

(a) The General Secretary placed a letter dated the 14th 
August, 1940, from the Hony. Secretary, Burma Medical 
Association, informing him that at a Meeting of the General 
Body of the Association held on 22-7-’40, the decision to have 
the Association disaffiliated from the I.M.A., reached much 
earlier, was confirmed. 

Resolved that the Burma Medical Association be dis- 
affiliated; but that they may bé requested to pay their arrears 
of affiliation fee to the I.M.A. 

(b) The Hon. General Secretary reported that in pursuance 
of Resolution No. 11 of the last meeting of the Central 
Council, Mr. P. S. Narayanaswamy was appointed as a whole 
time clerk for the Association. He also recommended that in 
view of the satisfactory services given by Mr. Narayanaswamy 
during his probationary period, he may be confirmed in his 
services. 

Resolved that the services of Mr. P. S. Narayanaswamy 
be confirmed with effect from the 5th October, 1940, on the 
grade of Rs. 50/5-2/75. 

(c) The letter from the Khulna Branch inviting a meeting 
of the Central Council at Khulna on 30th November, 1940, was 
considered. 

Resolved while thanking the Khulna Branch for their 
invitation, the Central Council regrets that it is unable to call 
a meeting on the 30th November, 1940, in view of its pre- 
occupations with the coming Annual Meeting at Vizagapatam 
in connection with the Annual Conference to be held there in 
December next. 

(d) Resolved that a sum not exceeding Rs. 100/- be 
sanctioned for enlarged photographs of the late Dr. M. A. 
Ansari and Col. Bholanath, past Presidents of the Association, 
tc be hung up in the Association Hall at Head Quarters. 

(c) Resolved that estimates be invited for 10,000 printed 
membership cards as also index cards for each member. 

(f) Resolved that the General Secretary be authorised to 
write to the Registrars of all the Provincial Medical Councils 
to place the name of the I.M.A. as a permanent subscriber to 
their publications in which the names of the Registered 
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Medical Practitioners are published and also all addenda and 
corrigenda thereto, whenever issued. 

(g) Read letter dated 23rd May, 1940, from the Delhi 
Branch of the I.M.A. to the Hony. General Secretary of the 
Indian Medical Association and the replies thereto, regarding 
amalgamation of the Delhi Medical Association with the Delhi 
Branch of the Indian Medical Association. 

Resolved that the Hon. General Secretary be authorised 
te inform the Delhi Branch of the I.M.A. that in case the 
latter succeeds in bringing about the amalgamation of the 
Delhi Medical Association with the Delhi Branch of the Indian 
Medical Association, the Central Council will be prepared to 
consider the amalgamated body as a Provincial Branch of the 
I.M.A. for the province of Delhi with all the privileges of a 
Provincial Branch. 

Further resolved that, in order to facilitate the amalgama- 
tion the Central Council will be prepared to sanction a sum 
not exceeding Rs. 100/- as a special grant for the purpose. 


ANDHRA PROVINCIAL BRANCH 


Proceedings of the first meeting of the Andhra Provincial 
Franch held at Beswada on Saiurday the 5th October, 1940 
with Dr. P. Gurumurty, L.M.P., of Rajahmundry in the chair: 

Dr. B. Tirumalrao, and Dr. G. Rama Ayvyengar of 
Vizayanagaram have been declared elected as the remaining 
vice-presidents. 

Dr. S. Hanumontharao, was elected Secretary & Treasurer 
and the Headquarters of the Branch will be at Masulipatam 
for the time being. 

Dr. M. Seshacharyulu and Dr. K. Krishnamurty, L.M.p., 
of Chodavaram were elected Honorary Jt. Secretaries. 

The following were nominated as additional members of 
the Council unanimously:—Drs. D. S. Ramchandrarao, 
Bezwada, T. V. S. Chelapatirao Bezwada, A. S. Chelapatirao, 
Guntur, A. V. Subbarao, Masulipatam, V. Venkataratnam, 
L.M.s., Ellore. 

The Council recorded its high sense of appreciation for 
tlie services rendered by Lieutenant-Colonel T. S. Shastry, 1.M.s., 
and Dr. S. Hanumanthorao, L.m.s. and conveyed to them their 
heartfelt thanks. 


JUBBULPORE BRANCH 


The following resolution was passed in a_ condolence 
meeting held on the 24th September, 1940: 

The Jubbulpore Medical Association has learnt with 
deepest regret the sad news of the demise of Dr. Harshey on 
Saturday last. The Association records its profound sense of 
sorrow over the sad event. In Dr. Harshey the Association 
has sustained a heavy loss. He was a pride of our profession. 
His amiability and dignity had won the respect of us all. The 
Association conveys its sincerest condolence to Mrs. Harshey 
and his bereaved family. 

KARACHI MEDICAL ASSOCIATION 

Proceedings of the XVII Annual General Meeting of the 


Karachi Medical Association (Sind Provincial Branch of the 
I.M.A.) held in the Association premises, on the 18th October, 
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1940 at 7-30 P.M. wtih the President Dr. A. Said, in the 
chair: 

The minutes of the last XVI Annual General Meeting 
held on 23-11-1939 were confirmed, the XVII Annual Report 
for the year ending 30th September, 1940 adopted and the 
audited accounts for the same period passed. 

The following office bearers were elected for the ensuing 
year: 

President—Dr. R. A. Amesur. 

Vice-President—Dr. Popatlal A. Bhoopatkar. 

Hon. Jt. Secretaries—Dr. Mrs. K. Tarabai and Major 
C. P. 

Hon. Treasurer—Dr. N. V. Adalja. 

Hon. Librarian—Dr. M. D. Jhalla. 

Hon, Auditor—Dr. S. D. Anklesaria. 

Managing Commitee—Drs. A. Said, H. P. Bilimoria, 
H. R. Wadhwani, Mrs. P. K. Bhide, M. B. Gadre, T. J. Lalvani, 
and S. N. Mistri 

Hon. Jt. Provincial Secretary—Major C. P. Bhatt. 

Representatives on the Central Councitl—Dr. T. J. Lalvani, 
Dr. Popatlal A. Bhoopatkar. 

A Sub-Committee consisting of Drs. R. A. Amesur, 
Popatlal A. Bhoopatkar, H. R. Wadhwani, T. J. Lalvani and 
C. P. Bhatt was appointed to consider the question of the 
Sind Medical Council and a Sind Medical Act and to prepare 
necessary drafts thereof to be placed before the Government of 
Sind for its consideration. Dr. Popatlal m.t.a. and Dr. H. R. 
Wadhwani, M.L.A. were authorised to pilot these measures in 
the Sind Legislative Assembly and the Sub-Committee requested 
to place its report before the General Body in about two 
months. 

The following resolutions were carried unanimously. 

“That this Association has the pleasure to place on record 
the valuable services rendered by Dr. A. Said, our retiring 
President as a member since the inception of the Association 
and as a President for the past 6 years sincerely and whole- 
heartedly. The huge saving the Association has, is due to his 
giving his premises with lights free of cost for the use of the 
Association. The Association passes a very hearty vote of 
thanks to him.” 

A hearty vote of thanks was passed for Dr. H. P. 
Bilimoria, the retiring Vice-President for the services he 
actively rendered. A hearty vote of thanks was also passed 
for Dr. T. K. Babur, the retiring Hon. Treasurer and Dr. C. H. 
Primalani and Dr. N. S. Somaiya the retiring members of the 
Managing Committee for their sincere co-operation. 

Dr. A. Said, the retiring President, replied in suitable 
terms and said that so long as he was able to move about, 
the welfare of the Association would be next to his heart and 
he would do his best in any capacity he was placed by the 
Association. 

The members and guests then retired to the Y. W. C. A. to 
partake of the Annual Dinner. 

After the Dinner Dr. A. Said while proposing the toast of 
the Profession, Guests and the Press said: 

Hon'ble Minister, Worshipful Mayor, Ladies and Gentlemen, 

It gives me great pleasure, on the occasion of the Annual 
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Dinner of the Karachi Medical Association, to welcome you 
ali, at this festive board. One year has passed away, since 
we met at the last function, but the subjects referred to, in 
the speeches of last year, have not made any headway, and 
as nothing is ever achieved in this world, without strenuous 
efforts, we must agitate and agitate till our objects are achieved. 

It has been complained that speeches on this occasion are 
too many and too long. For my part I assure you I shail 
be very brief and shall touch only two subjects of paramount 
importance. 

I propose with your permission that after the speeches, 
we should introduce ourselves to the whole assembly here by 
standing each in his or her seat and uttering the name so 
that all friends gathered here may thus be introduced to one 
and all. This is a function more of a social nature and that 
purpose will be achieved by the innovation now proposed; 
and at the proper time, I shall request my friends on the 
right to start. 

On this occasion, I shall refer only to two subjects, namely, 
the Medical College and the Medical Club. 

The need of a medical college in this Province is very 
greatly felt. We have been agitating for this for a very long 
time, but the Government has turned a deaf ear. Let us hope 
that this is only a temporary deafness due to cold in the 
head, and not a permanent disability. 

The Hon’ble the Minister for Public Health, who has 
honoured us with presence to-night, I know, is very keen on 
improving medical facilities in this Province, specially the 
villages, but he cannot have the men needed to conquer 
disease and promote public health. 

We hear a good deal to-day about a University for Sind. 
I suppose a medical college in the provincial capital is one of 
the concomitants of a university. That being so, we must 
start our work by bringing into existence all those institutions 
which are the glory and a pride of a full fledged university. 
In other words, we must assemble the component parts, before 
we turn out the automobile called the University. 

We have have a medical school at Hyderabad, it is true, but 
it has served its purpose and must be turned into a college 
and brought to Karachi, where the necessary facilities exist, 
which cannot be found in a district headquarters. I think 
that to have a university at Karachi without a medical college 
is like making “Halwa” without having sugar. 

The Hon'ble Ministers know that Sind is allowed to send 
only seven students to the Grant Medical College, Bombay; 
and our students are not admitted in any other provincial 
medical colleges. There are hundreds of pre-medical course 
students in the Science departments in the three Sind Colleges 
and it will be admitted that the provision for the admission of 
only seven students is pitifully inadequate. 

The Government has a free balance of over 120 lakhs of 
rupees. It is its own money collected from the people. It 
is not the Government of India’s money and the latter cannot 
lay violent hands on the same to appropriate it in payment 
of the Barrage debt. 

What better purpose can be served in this province of 
Sind, full of ill health, than to utilise a porfion of this money 
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college: we have an engineering college and a law college 
too; and there are arts and science colleges too; and now 
let us have the medical college during the term of office of 
the Hon’ble Sheikh Abdul Majid, who will thus immortalise 
himself as the greatest benefactor of the people of Sind. 

Teaching in a medical college is unlike teaching in other 
technical colleges. A medical student not only learns but 
practises everyday and contributes immediately for the relief 
cf suffering under the guidance of his superiors. 

A medical college means a well equipped general hospital 
in Sind. Sind is the only provincial centre in India where there 
is only a district civil, hospital and not a fully and modernly 
equipped provincial hospital to serve the needs of the whole 
province and to render medical relief in complicated cases 
which cannot be obtained except at a big provincial hospital. 

The medical institutions in this city are scattered, some 
under municipal control and one under Government control. 
There is a lot of dissipation of energy and effort without 
concentration, whereas the best medical and surgical aid 
should be obtained at a central institution. 

Think of Lahore, Bombay, and Madras having no such 
central institution. The more I think of it, the more I am 
astonished that during three years of provincial autonomy, 
with a free balance in hand, Government has not bestirred 
itself in the matter of a central hospital in this city. 

It is a wrong notion entertained in some quarters that such 
a general hospital is only for the city of Karachi; and it is 
said that the Government must concentrate on medical aids by 
means of touring vans in the villages. I do not know how far 
the touring van business has stucceeded—I am told it is a 
failure—but I want to assure you the Hon’ble Sheikh Saheb 
that a general hospital at Karachi will be an all Sind institu- 
tion to which hundreds of patients will repair from every 
corner of this province for want of facilities in villages or 
district headquarters. That is the experience of all the pro- 
vinces. A General Hospital means the hospital of the 
province and not of the Capital. 

The Municipal Corporation is thinking of starting a 
general hospital; let it contribute funds for the city’s needs; 
let the Government contribute funds for the province’s needs 
and both joining hands together, can bring into existence a 
general hospital which will be the pride of this province and 
which will be the nursery of the medical college, the seed 
pot of our future research students, who also, if given oppor- 
tunities, can contribute to the progress of the medical science 
in this country, and make a special study of the elements 
which specially affect this province more than any other. 


which means that every difficulty is surmountable and courage 
turns a desert into a garden. I beg the Sheikh Saheb to 
remember these Persian lines and give immediately his thought 
and attention to the subject referred to by me. 

My friends, there is a great need for a club for the 
medical profession®in this city along with a modern library, 
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lecture hall, and reading room. We cannot conceive of a 
technical profession without these amenities provided for 
themselves by the members themselves. It will be the meeting 
place for not only social intercourse but also for the exchange 
of professional thoughts and physical recreation. I beg the 
members of our profession to contribute a month’s income for 
such a club and make it an accomplished fact before another 
year is over. It will unite the profession as nothing can and 
promote esprit de corps. 

I ask you, Ladies and Gentlemen, drink to the health of 


our guests. 
* * * * 


ANNUAL REPORT 


The Managing Committee has great pleasure to place 
before you the XVII Annual Report together with the audited 
Annual Accounts of the Karachi Medical Association (Sind 
Provincial Branch of the Indian Medical Association) for the 
year ending 30th September 1940 for your consideration and 
adoption. 

1. Membership—During the year under the report 10 new 
resident and 2 non-resident members joined; 7 resident and 
2 non-resident members resigned; one resident member died, 
the total number of members being 64 resident and 7 non- 
resident members on 30th September, 1940 as compared to 
62 resident and 7 non-resident members on 30th September, 
1939. During the year under report our Association has sus- 
tained a loss on account of the death of our esteemed member 
Dr. G. T. Hingorani, M.B., B.s., F.R.c.s. (Ire.) and the Associa- 
tion record with deep sense of sorrow the demise of Dr. G. T. 
Hingorani which took place at the Civil Hospital Karachi, on 
9-9-1940 after a long illness of about four months and convey 
its condolence to his family in their sad bereavement. 

2. Meectings—Eight meetings of the General Body, 15 
meetings of the Managing Committee and 3 meetings of the 
Sub-Committees were held during the year. The meetings 
were well attended and keen interest was shown by the 
members. 

3. Lectures—The following lectures were delivered during 
the year. It is regretted that some of the lectures had to be 
postponed. The fact remains that it is only through such 
lectures we can keep up our knowledge to date and it is hoped 
that members will come forward to give their experiences by 
way of lectures and at the same time the members will make 
it a point not to miss any lecture in future. 

Dysenteries by Dr. N. V. Adalja. 

Discussion on the causes of pain in the right lower quadrant 
ot the abdomen (both gynecological and non-gynecological ). 

Gonorrhcea in the male by Dr. S. N. Mistri, F.R.c.s. 

Sulphur in therapeutics by Dr. M. D. Jhalla, m.z., 3.s. 

Symptoms and treatment of paranasal sinusitis in children 
by Dr. C. A. Amesur, m.s. (Lond.). 

Surgical treatment of tuberculosis by Dr. L. B. Joshi, F.R.c.s. 

We thank the lecturers for their kindly delivering these 
lectures. The lecture meetings were well attended and lively 
discussions followed each lecture. The Managing Committee 
once more appeals to the members to come forward to give 
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lectures as this is one of the media for the advancement of 
the science. 

4. Finances—the opening balance was Rs, 3273-0-9 on the 
Ist October 1939, the closing balance being Rs. 3492-5-9 on 
the 30th September 1940. The sum of Rs. 301-12-9 was spent 
on the medical journals; Rs. 343-8-0 were contributed to the 
Central Funds of the Indian Medical Association and the sum 
of Rs. 114-8-0 was received from the Indian Medical Associa- 
tion as a quota for membership to the Branch, The sum of 
Rs. 255-11-0 was spent for the Annual Dinner and Rs. 150-0-0 
were received from the members as their share to the dinner 
expenses. The total subscription realised during the year 
amounts to Rs. 1434-0-0 and the sum of Rs. 319-0-0 remains 
as arrears of membership subscription. 

5. The Journals—The following journals were subscribed 
for during the year :—British Medical Journal, Lancet, Journal 
of the American Medical Association, The American Journal 
of Obstetrics and Gynecology, The American Journal of 
Diseases of Children, Surgery, Gynecology and Obstetrics, 
Practitioner, Archives of Ophthalmology, The Clinical Journal 
Journal of the American Dental Association, Indian Journal 
of Pediatrics, Antiseptic, Indian Journal of Ophthalmology, 
Indian Medical Gazette (presented by Dr. A. Said), Indian 
Medical Journal (presented by Dr. R. A. Amesur). 

The Managing Committee regret to state that some com- 
plaints were received from the members regarding the circula- 
tion of the Journals. It will not be out of place to bring to 
the notice of the members that the irregularities in circulation 
of journals were due to the unsettled conditions prevalent due 
to War. 

The following books were added to the Library: Whitla’s 
Dictionary of Treatment, Fluhmann’s Menstrual Disorders, The 
Medical Annual 1940. 

6. Activities—Several resolutions passed at the last XVI 
All India Medical Conference held at Lahore were considered 
and the Government of Sind was requested to consider several 
resolutions. We are glad to learn that the Government of 
Sind was pleased to consider some of them. An almoner has 
been appointed at the local civil hospital to see that no undue 
advantage is taken of the institution by the well-to-do free of 
cost. 

A Sub-Committee was appointed to consider the question 
of formation of a Sind Medical Council and a Sind Medical 
Act. Its report is awaited. 

A representation was made to the Government through 
the Hon’ble Minister of Health regarding admissions to the 
medical colleges for students from Sind. A deputation waited 
on the Hon’ble Minister, who gave a patient hearing and the 
subject was fully discussed. He gave the deputation to under- 
stand that he will do his best to get more students from Sind 
admitted to the medical colleges at Bombay and Delhi and 
issued instructions to the Director of Health Services and 
Inspector General of Prisons in Sind to take up the subject. 

The Association, keeping in view the best interests of 
the City of Karachi and the Province of Sind, considered the 
requisite minimum qualifications necessary for the appointments 
of Health Officer, Assistant Health Officer, Deputy Health 
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Officer and other staff of the Health Department of the 
Municipal Corporation, Karachi, other Municipalities and 
District Local Boards in Sind and suggested these to the 
bodies concerned including the Government of Sind for their 
consideration and necessary action. 

The Association passed a_ resolution requesting the 
Municipal Corporation, Karachi, not to allow private practice 
to their medical employees and it is noted that the Corporation 
has refused permission to the Medical Officer in charge of 
Tuberculosis Dispensary. 

The Government of Sind was also requested to have two 
seats reserved for Sind on the Bombay Medical Council. It 
was also requested to maintain a separate medical register 
for Sind so that registered medical practitioners can elect their 
own representative to the Indian Medical Council but we 
regret to state that the suggestions were turned down in view 
of the fact that the Government was unable to maintain a 
separate register in absence of a medical council. 

At the request of the Association the Government of Sind 
have exempted the registered medical practitioners from taking 
licences for dispensing manufactured drugs other than prepared 
opium in their professional practice. The practitioner now has 
only to keep his prescriptions for drugs coming under DD2 
other than prepared opium for a period of two years for 
verification of the authorities concerned. 

We thank Dr. A. Said for his generous-heartedness in 
giving his premises with lights free of charge for the use 
of the Association. 

We thank Dr. T. K. Babur, the Hon. Treasurer, Dr. M. 
D. Jhalla, the Hon. Librarian and Dr. S. D. Anklesaria the 
Hon. Auditor for their sincere co-operation during the year. 


KRISHNA DISTRICT BRANCH 


Proceedings of the monthly meeting of the Krishna District 
Medical Association, Masulipatam, held at 6-30 p.m. in the 
St. Anne’s Hospital, Bezwada, on the 19th September, 1940, 
in connection with the opening ceremony of the St. Anne's 
Hospital, by Major General N. M. Wilson, C.I.E., O.B.E., 
K.H.S., I.M.S., Surgeon-General with the Government of 
Madras: 

An address was presented to the Surgeon-General by D. 
Grassi, Bishop of Bezwada. The Surgeon-General opened the 
Hospital at 5 p.m. 

Then the whole gathering adjourned for tea in an open 
space beside the Hospital. After Tea a meeting was arranged 
with the Surgeon-General in the chair. The members of the 
Bezwada Medical Association presented an address to the 
Surgeon-General. Dr. S. Sreeramarao, L.m.P., Rural Medical 
Practitioner, Kanumole, presented an address on behalf of all 
the Rural Medical Practitioners in the Krishna District. 

The Surgeon-General, in his address, replied. The joint 
session came to a close. 

Then the meeting of our Association was conducted. 51 
Doctors of our Association including 4 female Doctors were 
present. Dr. K. Venugopaulrao Naidu, u.m.s., Assistant 
District Medical Officer, and President of the Association read 
the minutes of the last meeting. Dr. G. J. Pacheco, L.M.s., 


— 


the District Medical Officer, Kistna, was elected as President 
of the Krishna District Branch of the I. M. A., unanimously 
vice Dr. K. Venugopaulrao Naidu, L.m.s., resigned. 


* * * * 


Earlier in the day a Special Meeting of the Krishna 
District Branch was held in the District Medical Officer’s 
Office, Krishna, in honour of the Surgeon-General’s visit. Tea 
was served and after some social talks the Surgeon-General 
left for Bezwada. 


MADURA BRANCH 


Proceedings of the monthly meeting of the Madura Medical 
Association held at 5 p.m. on the 21st September, 1940, at 
the Government Erskine Hospital, Madura with Major F. 
A. B. Sheppard, I.M.S., in the chair: 


The Chairman in a short speech welcomed the members 
for the first meeting in the New Hospital and wished many 
more meetings to follow there. 

Then the Secretary read out the letter received from the 
Indian Medical Association, (Madras Branch) asking the 
association to send a representative for the meeting on the 
29th at Madras for the formation of the provincial branch. 

Resolved that the Secretary of the Madura Medical 
Association be authorised to attend the meeting at Madras on 
the 29th September and that the expenses for a second 
class week-end return ticket be provided from out of the 
funds of the association. 

Then the President announced about the variety entertain- 
ment organised under the auspices of the association on the 
27th September in aid of War Fund, and appealed to the 
members to see that a decent amount was collected for the 
same. 

Reports of the following cases were read: 

(1) Gastric and duodenal ulcer, (2) Gall bladder with 
multiple stones and (3) Ectopia vescicee (completed opera- 
tion) by Major F. A. B. Sheppard, 1.M.s 

Submaxillary calculus by Dr. K. G. Ramabhadran and the 
cases discussed. 

Rao Saheb Dr. A. Narayana Menon then delivered a 
lecture on the value of local anesthesia to general practitioners. 

At the end of the lecture there was an interesting discussion 
in which many members took part. 

Then there was a demonstration of the working of the 
Iron Lung. 

With a vote of thanks by the Secretary, to the President, 
Rao Saheb Dr. A. Narayana Menon, Dr. Ramabhadran and 
to Lord Nuffield for the gift the meeting came to a close 
at 7-45 p.m. 


SHAHABAD BRANCH 


Proceedings of the Annual meeting of the Shahabad District 
Medical Association held on the 8th September, 1940, at 
6-30 p.m., with Dr. Rajeswar Prasad in the chair: 

It was resolved that two auditors be appointed to audit 
the same and then place before the Committee at its next 
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meeting and accordingly Drs. A. Ahad and Murlidhar Singh 
were appointed auditors to audit the account of the last year 
(1939-40). 

After this the election of the office-bearers took place. At 
this stage Dr. Rajeswar Prasad vacated the chair and Dr. 
S. C. Ganguly, Civil Surgeon, was unanimously elected 
president for the meeting. 

President—Dr. A. C. Mitra. 

Secretary—Dr. A. Ahad. 

Jt. Secretary—Dr. K. K. Saran. 

Auditors—Dr. V. Shankar and Dr. Murlidhar Singh. 

The election of representatives to the Provincial Council 
was postponed. 

* * 


Proceedings of a meeting of the Shahabad Medical 
Association held on the 29th September, 1940, at 5 p.m. with 
Dr. A. C. Mitra in the chair: 


1. A tea-party was given by Dr. A. Ahad on the occasion. 
It was very successful and the dishes were relished very much. 

2. Dr. V. Shankar read a paper on Artificial pneumo- 
thorax which was followed by a debate on the subject by 
Dr. Rajeswar Prasad. Other members also took part in the 
discussion. 

The election of representatives to the Provincial Council 
was further postponed till the next meeting. 


SOUTH ARCOT BRANCH 


Proceedings of the Annual meeting of the association held 
on the 23rd August, 1940, with Major-General N. M. Wilson, 
Surgeon-Gencral with the Government of Madras, in the chair: 


Dr. N. N. Sujeer, the President of the Association 
welcomed the Surgeon-General and Doctors, S. K. Sundaram 
and V. Rama Kamath. 

The following office-bearers were elected for the year. 

President—Dr. N. N. Sujeer, um. & s. 

Joint Secretaries—Dr. S. Sankararaman, m.z. & Bs., Dr. 
S. Chandrasekharan, M.B., & B.S. 

Executive Committee—Drs, N. Vijayaraghavan, (Mrs.) 
Grace Joseph, John Perianathan, R. V. David and Rajagopalan. 

Representative to the Central Council—Dr. Sudagopan. 

Dr. V. Krishnamurthy presented the Annual report con- 
taining the activities of the association during the period and 
a statement of accounts which was adopted. 


Dr. S. K. Sundaram, 3.A., m.p., delivered a lecture on 
Some aspects of heart failure. He classified it into two broad 
groups viz., ischaemic (anginal) and congestive. 


The ischemic group, he said, comprised angina of effort, 
spasmodic angina and reflex angina besides coronary throm- 
bosis. The congestive type of heart failure includes sino- 
auricular block, auricular fibrillation, auricular flutter, 
paroxysmal tachycardia, auriculoventricular block i.c., heart 
block of various degrees and ventricular failure—right-sided and 
left-sided. The left-sided ventricular failure was further 
classified into chronic, sub-acute and acute. 
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The lecturer discussed the differential diagnosis of the 
above conditions, the use and abuse of digitalis and its prepara- 
tions, put in strong plea for the use of quinidine in 3 grains 
daily doses for cases of auricular fibrillation, and to do vene- 
section in congestive heart failure to give immediate relief. 
He was of opinion that morphia is a very useful drug in the 
treatment of heart failure and pleaded for a liberal use of the 
same. 

He dealt in detail about the use of ammonium chloride 
and mercurial diuretic injections. The lecturer quoted instances 
from his wide experience to illustrate the above conditions. 

Dr. V. Rama Kamath who addressed the gathering pleaded 
that every one should take interest in the welfare of the 
medical men so as to safeguard the rights and privileges of 
the profession. 

The Surgeon-General in his concluding remarks thanked 
the members for the honour done to him and congratulated 
the association on the good work done. 

Dr. Sankararaman, thanked the out-going Secretaries for 
the excellent work turned out by them and proposed the vote 
of thanks to the Surgeon-General and lecturers of the evening. 

The members were entertained to Tea in the evening 
and a group photograph was taken on the occasion. There 
was an excellent dinner at night. 

* ok * 


Proceedings of a meeting of the Association held on the 
15th September, 1940, at the Government Head Quarters 
Hospital, Cuddalore to meet Dr. N. N. Sujeer, L.M.S., tts 
President under orders of transfer to Trichinopoly: 

The following resolutions were passed. 

1. This Association places on record the keen interest 
evinced by Dr. N. N. Sujeer in the activities of the association. 

2. This association places on record the excellent work 
done by Drs. P. Vaidyanathan and V. Krishnamurthi, the out- 
going Secretaries. 

The Secretary, read an appeal of the Reception Committee 
of the All-India Medical Conference to be held in Vizag in 
December, 1940, requesting members to read papers. 

The following cases were reported:—l. Auricular fibrilla- 
tion and heart failure. 2. Degenerated pregnancy (full term)— 
estopic mass—operation notes. 3. Local anzsthesia in stran- 
gulated hernia operations. 4. Empyema thorax. 5. Facial 
cellulitis. 6. Tumour neck. 7. Vesical calculus. 

On behalf of the association some of the members spoke 
in appreciative terms of the services rendered by Dr. N. N. 
Sujeer and the latter replied suitably. 

The members were entertained to tea by Dr. S. Chandra- 
sekharan. 


TINNEVELLY BRANCH 


Proceedings of the President’s function of the Tinnevelly 
District Medical Association held at its meeting held at 
Subramania Karayalar Public Library, Palamcottah, on 
Saturday, the 28th of September, 1940: 

Lt.-Col., K. V. Ramana Rao, 1.M.s., was “AT HOME” to 
the members. After tea party, the meeting began under the 
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Presidentship of Lt.-Col., K. V. Ramana Rao, 1.M.s., at 5-30 p.m. 
The Secretary and Treasurer read out the minutes of the 
Joint Meeting of the Ramnad and the Tinnevelly District 
Medical Associations held at Courtallam on Saturday, the 
31st of August, 1940, which were passed. 


Dr. K. Rama Ayyar, M.B., B.s., Hony. Assistant Medical 
Officer, Government Head Quarters Hospital, Palamcottah 
demonstrated: 1. A case of leukemia and also lectured on 
leukemia. 2. A case of pathological fracture. 


Dr. C. Krishnaswami Pillai, tm. & s., Civil Assistant 
Surgeon, Government Hospital,Tuticorin demonstrated a case 
of Popliteal aneurysm. 


Each case was fully discussed by the members present. 
Thereafter Lt.-Col., K. V. Ramana Rao, 1.M.s., summed up 
the salient and important features of the cases and their 
differential diagnosis in detail. He offered his thanks to the 
members for responding to his invitation. 


Dr. T. N. Govinda Aiyar, m.s. & c.M., Vice-President, on 
behalf of the Association thanked the authorities of the Library, 
for placing the Hall at the disposal of the Association to hold 
its meeting. He also thanked the President for this enjoyable 
function and for his entertaining the members of the 
Association. 

Thereafter an excellent Dinner brought the happy gathering 
to a close at 10 p.m. 


U. P. PROVINCIAL BRANCH 


Proceedings of the Provincial Council Meeting held on 
20th September, 1940, at 4 P.M. in the Garvie Medical Library, 
Town Hall, Meerut with Dr. Bhupal Singh, President, in the 
chair: 


Resolved that the Draft Resolutions as put up by the 
Resolution Sub-Committee (appointed under Resolution No. 6 
of the Provincial Council meeting, dated 2-9-40) be approved 
with the following amendment :— 


Draft resolution No. 5-B “registered practitioners” be 
changed for “practitioners holding registrable qualifications.” 

Further resolved that these resolutions should be forwarded 
tc the Organising Secretary, VII U. P. Medical Conference, 
Dehra Dun for being put before the Subjects Committee. 

Resolved that this Council recommends to the Central 
Council that the members for whom the Central Fund Con- 
tribution has not been paid for 1939-40 be suspended under 
Rule 13-B(b). 

Further resolved that the necessary information be sent 
to the branches concerned. 

The change of the dates of the VII. U. P. Medical 
Conference, Dehra Dun, on the request of the Chairman of 
the Reception Committee from 26th and 27th to 27th and 28th 
of October, 1940, was approved and the Organising Secretary, 
requested to circulate the change of the dates to all the branches 
in U. P. immediately. 


* * 
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Copy of the letter No. G. 231/39-40 dated 7-2-1940 from; 
the President, Indian Medical Association, Meerut to the 
Secretary to Government, Medical Department, Lucknow: 

My attention has been drawn to G. O. No. 533/VI-1776— 
1930 dated May 20, 1939 by the Secretary of the Dehra Dun 
branch of the Indian Medical Association. The authorities 
iti Dehra Dun are insisting on the Medical Practitioners taking 
out a license for the possession and dispensing of poisons on 
the strength of this G. O. 

While interpreting the scope of exemption under section 
9 (i) of the Poisons Act of 1919 the G. O. lays down :— 


1. Section 9 (i) does not exempt a Medical Practitioner 
from keeping and dispensing Poisons without license. 

2. Section 9 (i) exempts a Medical Practitioner from 
using and selling poisons in medicines or mixtures. In this 
connection I would invite your attention to the following :— 

(1) Unless a Medical Practitioner “keeps” the poisons it 
is not possible for him to “use” them. 

(ii) “Selling in medicines or mixtures” is nothing less 
than “dispensing.” 

So the G. O. would appear to be self-contradictory. 

You will, I am sure, remember the controversy that went 
on, on the question of Poisons Rules that were made by 
the Government in 1933 which had the effect of bringing 
Medical Practitioners under the purview of the Poisons Act. 
It was after 3 years persistent agitation by the medical pro- 
fession in U. P. that the Government was pleased to rescind 
the objectionable rules in 1936 so far as they applied to qualified 
medical practitioners. The stand taken up by the Indian 
Medical Association was on Section 9 (7) of the Poisons Act. 
This section lays down:— 

Section 9 (i)—nothing in this act or any rules made 
thereunder shall apply to or interfere with anything done in 
good faith, in the exercise of his profession by a medical 
practitioner. 

Now this definitely puts the medical practitioners outside 
the purview of the Poison’s Act so long as:— 

(a) he acts in good faith—ie., uses the poison for the 
relief of human suffering and not for any sinister or criminal 
purpose. 
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(b) he uses the poisons in the exercise of his profession— 
i.e., keeps them for his professional use and dispenses them 
to his patients. 

Again if you refer to the rules made by the U. P. Govern- 
ment under the Poisons Act you will find that Rule 1067 
clearly lays down that the rules apply only to persons not 
exempted under the provisions of the Poisons Act—+.e., they 
do not apply to medical practitioners who enjoy exemption 
under Section 9 (7). 

I do hope you will be pleased to reconsider the position 
and put the question before the advisor to His Excellency 
the Governor for necessary modification of the G. O. referred 
to above so that the medical practitioners may not be hampered 
in the exercise of his profession by the District authorities on 
the strength of the G. O. 

I would further request you to order the Dehra Dun 
authorities to stop any action in this connection till this question 
has been reconsidered by the Government. 

* * 

Copy of the letter 563/VI—1776—1930, from Ratan Lal 
Esq., B.A., LL.B., Deputy Secretary to Government, United 
Provinces, to the President, Medical Council, United Provinces. 
Dated Lucknow, August 2, 1940 of Judicial (Criminal) 
Department. 

In supersession of G. O. No. 533A/VI—1776—1930, dated 
May 20, 1939, I am directed to say that on reconsideration 
the Governor is pleased under the provisions of Sub-Section 
(3) (a) of Section 9 of the Poisons Act, 1919(XII of 1919) 
read with Sub-Section (1) of the said section, to exempt 
registered medical practitioners from taking out a license for 
keeping and dispensing poisons to their patients in good faith 
in the exercise of their profession.” 

No. 563 (5) /VI—1776—1930 

Copy also forwarded to the President, Indian Medical 
Association, Meerut, for information with reference to his letter 
No. G. 231/39-40, dated February 7, 1940, to the Secretary 
to Government, Medical Department. 

By order, 
Ratan Lal, 
Deputy Secretary. 
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ALL INDIA OBSTETRICS AND GYNZECOLOGICAL 
CONGRESS 


The 3rd All India Obstetric and Gynecological Congress 
will be held this year in Calcutta from the 27th to the 30th 
December, 1940—both days inclusive. 

The subjects for discussion are: 

(1) Anemia of Pregnancy; 
(2) Functional Uterine Hemorrhage; and 
(3) Maternity and Child-Welfare. 

Particulars may be obtained from the Jt. Hony. Secretaries, 

91B, Chittaranjan Avenue, Calcutta. 


INDIAN PSYCHO-ANALYTICAL SOCIETY 


The Indian Psycho-analytical Society has organised post- 
graduate training classes, both theoretical and practical in 
Psychiatry at Lumbini Park Mental Hospital and Clinic, 
124, Bediadanga Road, Tiljala, 24-parganas, Bengal, for medical 
graduates and licentiates and for advanced students of medicine. 
Arrangements have also been made to train passed nurses in 
mental nursing. Details obtainable from the Visiting Physician 
Lumbini Park and Officer-in-charge Post-Graduate Training in 
Psychiatry and Training of Nurses in Mental Nursing. 
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COIMBATORE DISTRICT MEDICAL ASSOCIATION 


The Coimbatore District Association will publish in 
January, 1941, a well got-up volume to be called “The Coim- 
batore District Medical Association Annual, 1940”, which will 
contain all the activities of the Association during the year 
1940, and other mattters pertaining to the practice of medicine. 
It will also contain a list of members of the Association, a 
list of the registered medical practitioners practising in the 
District and their addresses. The probable number of pages 
for scientific matter will be between 100 and 150. The Asso- 
ciation has decided to throw open a limited number of pages 
for advertisements. 


REFRESHER COURSES FOR PRIVATE 
PRACTITIONERS 


The U. P. Government have sanctioned the institution of 
refresher courses for registered private medical practitioners at 
the King George’s Medical College, Lucknow, with effect from 
the 1940-41 session on the following conditions :— 

1. That only such practitioners as are medical graduates 
may be admitted to the post-graduate course (refresher course) 
organised for three months for the P.M.S. officers. 

2. that the fee for a course of three months in all subjects 
shall be Rs. 100/- per head and the fee for the one clinical 
subject for three months shall be Rs. 50/- per head. 

3. that there shall be the same one course in a year as is 
organised for the P.M.S. officers, and 

4. that the number of admissions shall not exceed three 
every year and the selection shall be made by the University 
according to the priority of applications. 


CENTRAL DRUGS TECHNICAL ADVISORY BOARD 


At a meeting of the Central Council of the Indian Medical 
Association held at Delhi on 25th October, 1940, Dr. Anil 
Kumar Sen of Calcutta was unanimously elected the Association’s 
representative to the Central Drugs Technical Advisory Board. 

The Indian Medical Council elected Drs. Jivraj N. Mehta 
of Bombay, B. N. Prasad of Patna and P. Kutumbia of Vizaga- 
patam to the Board at a meeting held at Delhi on 26th October, 
1940. 

It may he recalled that Prof. B. C. Guha of the Calcutta 
University and Prof. M. L. Schroff of the Benares Hindu 
University were elected to the Board by the Council of the 
Indian Chemical Society. 


INDIAN CHEMICAL MANUFACTURERS’ 
ASSOCIATION 


“Tf essential raw and basic materials are available, the 
manufacturers in India could supply not only the whole of 
the normal requirements of the country in respect of medicines 
but would also be able to cater for export market” said 
Sir P. C. Ray, while presiding at the Second Annual General 
Meeting of the Indian Chemical Manufacturers’ Association 
held on the 3rd October, 1940, at Calcutta. As regards the 
heavy chemical industry, Sir P. C. Ray stated that many 
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of the acids with few exceptions were being produced in this 
country. Some concerns had also started the production of 
alkalis vis., soda ash, bleaching powder, caustic soda, etc., on 
a small scale and within a short period India would be 
producing these materials in sufficient quantity. Besides, several 
concerns have under project the manufacture of sodium and 
potassium bichromates, acetic acid, oxalic acid, tannic acid 
and other acids and alkalis. If, however, the stimulus provided 
by the War continued, time would not be far, when provided 
encouragement and support of the Government of India were 
available, this country would have a fullfledged chemical and 
pharmaceutical industry. 

Sir P. C. Ray then referred to the question of co-ordina- 
tion between the manufacturers and research institutions. In 
India, he said, several universities and other institutions were 
carrying on research on a nuntber of items but there had 
not been much co-ordination so far between the institutions 
and the industry. He appealed to the research institutions as 
well as the manufacturers to put their heads together and 
suggested the establishment of a Chemical and Pharmaceutical 
Research Advisory Board consisting of representatives of the 
Indian Chemical Manufacturers’ Association and of research 
institutions for exchanging views and advising the institutions 
about the subjects on which researches would be useful to 
the industry. 

Coming to the handicaps under which the Pharmaceutical 
Industry in this country is labouring, Sir P. C. Ray stated 
that some of the Provincial Governments still hesitated and 
refused to implement the recommendations of the Excise Con- 
ference held in 1937. For instance, the Government of Bombay 
refused to reduce the excise duty on spirituous medicinal pre- 
parations that might be used for other than medicinal purposes 
and toilet preparations and perfumeries from Rs. 25-10-0 to 
Rs. 17-8-0. The Government of Sind also refused to reduce 
the Excise duty on absolute alcohol and rectified spirit. He 
urged these Governments to take steps to translate into action 
what they themselves approved at the Excise Conference, fail- 
ing which he suggested that the Government of India, at 
whose initiative the Conference met, should use their good 
offices to persuade these Governments to implement the 
recommendations of the Conference without delay. 

The necessity of reducing high railway freight on raw 


drugs and medicines, which prevented the masses in India from 
getting cheaper medicines, was also emphasized. Coming to 
the activities of the Medical Stores Depots, Sir P. C. Ray 
stated that although the requirements of the Government in 
respect of medicines had considerably increased the manu- 
facturers were not benefited by the increase and the production 
of several items at the Depots was increased. There was no 
reason, according to him, why the manufacture of Tinctures, 
Spirituous preparations and extracts should be continued and 
extended at the Depots, when the Drug Industry was able 
to meet the normal requirements of the country both civil as 
well as military, the quality was reliable, and the prices were 
also cheaper. 

While congratulating the Government of India for enacting 
the Drugs Act, 1940, Sir P. C. Ray regretted that the Govern- 
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ment of India failed to appreciate the importance of having 
ou the Drugs Technical Advisory Board, representatives of 
the manufacturers. He also requested the Government of India 
to make arrangements with Indian States for enacting similar 
legislations or for adopting the Drugs Act, by the time the 
Act was enforced in British India. 


* * * * 


Raj Mitra B. D. Amin (Alembic Chemical Works Co., 
Ltd.) has been elected President of the Indian Chemical 
Manufacturers’ Association for the year 1940-41. Mr. J. N. 
Lahiri, Capt. N. N. Dutta, Dr. K. A. Hamied, Dr. H. Ghosh, 
Mr. R. L. Nopany, Mr. B. Maitra, B. N. Ghosh, Mr. B. K. 
Birla, Mr. Mohamed Hanif, Mr. Madanlal H. Vakil, Dr. B. 
C. Das and Mr. L. Gupta have been elected members of the 
Committee at the Second Annual General Meeting of the 
Association. 

Major General G. G. Jolly, Director-General, 1.m.s., Simla 
sent good wishes to the members of the Association on the 
occasion of the Annual Meeting and hoped that the Associa- 
tion would thrive and play a leading part in the healthy 
development of the Drug Industry in India. 


BOMBAY MEDICAL COUNCIL 


The following summary of the proceedings of the Meeting 
of the Bombay Medical Council held on the 16th September, 
1940, is published for general information :— 


Government Notifications regarding the nomination of Dr. 
George Coelho, M.B., B.S., B.HY., M.R.C.P., and the election of 
Dr. S. B. Gadgil, L.M.s., L.R.C.P., M.R.C,S., F,R,C,S., as members 
of the Council were read by the Registrar. The Chairman, Col. 
Bhatia, then introduced Dr. Coelho and Dr. Gadgil to the 
meeting. 

Before the commencement of the proceedings, Col. Bhatia, 
the Chairman, made a reference to the deaths of— 

(i) Major General William Ernest Jennings, M.pD., C.M., 
D.P.H., F.C.P.S., K.H.P., I.M.S., (Retd,), Dr. Purushottam 
Tulsidas Patel, u.m. & S., M.B., B.S., M.D., M.R.C.P.,D.T.M. N HY., 
(iii) Dr. Mrs. Cecilia D‘Monte, um. & s., F.c.p.s., (iv) Dr. 
Sir Temulji Bhicaji Nariman, KT., L.M., M.R.C.P., F.C.P.s., and 
(v) Major General Richard William Anthony, c.LE., M.B., 
C.M., F.R.C.S., I.M.S., (Retd.), and paid a tribute to the career and 
services of all the deceased. The resolution moved from the 
Chair placing on record the deep sense of sorrow of the Council 
at the sad deaths of the aforesaid persons, was unanimously 
passed all standing 

Dr. Mrs. K. Tarabai, L.c.P.s., was unanimously elected a 
member on the Bombay Nurses, Midwives and Health Visitors 
Council in place of the late Dr. Mrs. Cecilia D’Monte, 1.M.s. 

Dr. U. B. Narayanrao, L.c.P.s., was unanimously elected 
a representative of the Council on the Provincial Branch of 
the British Empire Leprosy Relief Association in place of the 
late Dr. Mrs. Cecilia D’Monte, L.m.s. 

The Reports of the Visitors on the 3rd M.B., B.S. Examina- 
tion of the Bombay University held in December, 1939, appointed 
as per resolution of the Council, were decided to be recorded 
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and it was resolved that a copy of the Reports be forwarded 
to the Bombay University drawing their attention to certain 
observations made in the report of Dr. Amesur and the observa- 
tions contained in the Joint Report of Dr. Bharucha and Dr. 
Jivraj Mehta. 

Papers relating to the memorandum from the Surgeon 
General with the Government of Bombay regarding Bill to 
prohibit conferment of unauthorised medical degrees were 
recorded. 

The recommendations of the Executive Committee on the 
Draft Bill to provide for the registration of Dental Practi- 
tioners in the Province of Bombay, forwarded by Government 
for the opinion and suggestions of the Council thereto, were 
accepted with certain modifications therein, and it was resolved 
that the opinions and suggestions on the provisions of the 
Draft Bill as finally approved by the Council be communicated 
to Government. 

The Council passed a resolution by a majority expressing 
the opinion that in the absence of a common Indian language, 
medical education of the western type should be imparted 
through English as is done at present, for the time being. 
An amendment to the original resolution seeking postponement 
of the consideration of the question for the next meeting of 
the Council was declared lost. 


It was decided to restore to the Bombay Medical Register 
the name of Dr. D. S. Pathre, .B., B.s., removed under 
section 9 of the Bombay Medical Act, 1912, on 8th November, 
1937, accepting the recommendation of the Executive Commit- 
tee in that behalf. 

Government Resolution regarding amendment to rules 61 
and 64 of the Rules of the Council was recorded. 

The notice of motion regarding amendment of section 3 
ot the schedule to the Bombay Medical Act, 1912, was referred 
to a Sub-Committee for report to the Council. 

The notice of motions regarding amendments in the Rules 
of the Council relating to election was referred to a Sub- 
Committee for report to the Council. 

Notice of motions relating to certain amendments in the 
Bombay Medical Act, 1912, and other subjects was referred 
to the Executive Committee for report to the Council. 

In view of the impending retirement of General Buckley, 
the President of the Council, Col. Bhatia, the Chairman, paid 
a glowing tribute to the career and services of General Buckley 
and a resolution moved from the Chair placing on record the 
appreciation of the Council of the valuable services rendered 
by General Buckley as President of this Council to the medical 
profession in general and to this Council in particular for 
nearly four years was passed unanimously. 

A resolution ti.anking Col. Bhatia, the Chairman, for the 
able manner in which he conducted the meeting, was then 
passed unanimously. 


BENGAL COUNCIL OF MEDICAL REGISTRATION 


The following abstracts of the important items of the 
proceedings of the Bengal Council of Medical Registration are 
published for general information: 
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Abstract of the Minutes of the Council, dated 
16th February, 1940 


1. The Council had at their meeting of 8th August, 1939, 
adopted a resolution that it was desirable that the country 
of qualification particularly when the qualification had been 
obtained from a foreign country, should be mentioned along 
with the abbreviation used for medical degrees, so that the 
public might not be misled: and expressed hope that a con- 
vention would be gradually established by registered medical 
practitioners if they followed this practice. 

The question whether this should be included in the Penal 
and Ethical Rules was considered at the meeting of 16th 
February, 1940: and it was decided that though desirable this 
could not or need not be included in these Rules. 

2. On a reference made to the Council on the question 
as to the propriety or otherwise of supplying personal history 
of patients in a Hospital such as one of Tuberculosis, to Life 
Insurance Companies, the Council observed that Rule 19 in 
Part III of the Council’s Penal and Ethical Rules was clear 
enough on the subject and that it would not be proper for 
the authorities of such hospital to supply personal history 
of patients treated therein to such companies. The Rule is 
as below. 

“A medical practitioner is under an obligation to his 
patient to preserve his secrets and in legal matters should, 
except with the patients’ consent, answer questions only at 
the express direction of the Judge or Magistrate presiding in 
a court of law. A medical practitioner is not bound to 
answer questions put to him by policemen except as pro- 
vided in section 44 of the Criminal Procedure Code.” 


3. The Council noticed with regret that an amendment 
of the Bengal Medical Act on the lines suggested by the 
Council from time to time, had not yet been taken up by 
the Government. They also desired to impress upon Govern- 
ment the necessity of improving the standard of Licentiateship 
course, by raising the preliminary qualification to I.Se., and 
extending the period from 4 years to 5 years. 


4. The Council also resolved that the departments of the 
Government of India such as the Posts and Telegraphs, Income- 
Tax, etc., should be requested to follow the Government of 
Bengal circular No. 2556 dated the 8th September, 1921, which 
lays down that when a medical certificate has been given to a 
non-gazetted officer by a registered practitioner, no further 
examination by the Civil Surgeon or a higher medical officer 
should be required unless the genuineness or veracity of the 
certificate was doubted. 


Abstract of the Minutes of the Council, dated 
the 13th August, 1940. 

1. The Council repeated their recommendation that with 
a view to restrairi quack practice, all dispensaries should be 
licensed and no dispensary should dispense any preparation 
which is not signed by a practitioner possessing registrable 
qualification. 
2. The Council repeated their recommendation for suit- 


able measures forbidding the use of the prefix “Dr.” as a 


medical qualification except by persons possessing registrable 
qualifications. 

3. On the question of propriety of registered practitioners 
being Directors of firms manufacturing medicines, the Council 
adopted the following resolution :— 

“That this Council would not object to the mere asso- 
ciation of medical practitioners with firms of manufacturing 
medicines, whether as directors or share-holders, but the 
names of such medical practitioners should not appear in 
any publication (such as catalogue of prices or advertise- 
ments) circulated to the general public by the firm or its 
agents.” 

4. The Council amended their Ethical Rule 8 as follows :— 

“When a medical practitioner is asked to see and 
report on a case of illness or injury of a person who 
is under the care of another registered practitioner or 
about whom the latter has already given a medical certi- 
ficate, the former should in all cases give the latter an 
opportunity to be present at the time of examination, if 
he so liked: and for this purpose he should direct the 
patient to inform the latter practitioner in sufficient time. 

The medical practitioner when so seeing or reporting 
on a case, shall not interfere with the treatment nor make 
any disparaging remarks about the first diagnosis and treat- 
ment, even though he might differ.” 

5. Certain cases of medical certificates being given by 
practitioners without sufficient care and caution, the practi- 
tioners were warned by the Council. 

6. On the question of registered practitioners teaching 
medical subjects in Ayurvedic institutions, the following 
resolution was adopted qualifying section 3, Part I of the 
Ethical Rules :— 

“This section does not apply so as to restrict the teach- 
ing of pre-clinical subjects such as Anatomy and Physiology, 
by registered practitioners, in institutions recognised by 
the Ayurvedic State Medical Faculty of Bengal.” 

7. The Council decided to add a chapter at the end of 
the Annual Medical List giving a list for the general informa- 
tion of all practitioners, showing references to various pro- 
visions in the law which impose certain legal obligations on 
them and penalties for default. A copy of the list is enclosed. 


Appendix to the Proceedings of the Penal and Ethical Cases 
Committee, dated the 22nd July, 1940 (item 5). 


Part I1V—Some legal matters of general information 
for medical practitioners 
1. Calcutta Municipal Act, 1923 (as amended). 
Section 435: Every medical practitioner who, in the 
course of his practice, becomes cognizant of the existence of 
any dangerous disease in any private or 
Penalty for default public dwelling-house, other than a public 
fine Rs. 50/- hospital, shall give information of the 
same with the least practicable delay to 
the Health Officer in such form and with such details as the 
Health Officer may, from time to time, require. 
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“Dangerous disease” means— 

(a) cholera, plague, small-pox, cerebrospinal meningitis 
and diphtheria; and 

(b>) any other epidemic, endemic or infectious disease 
which the Local Government may, by notification 
in the Calcutta Gazette, declare to be a dangerous 
disease for the purpose of this Act. 

Section 453: Any medical practitioner in attendance 
during the last illness of any person dying in Calcutta shall, 
within three days of his becoming cogni- 
zant in the course of such attendance of 
the death of such person, send a written 
notice to the Health Officer, as nearly 
as may be in the form prescribed in Schedule XXII, stating, 
to the best of his judgment, the cause of death. 


Penalty for default 
fine Rs. 50/- 


2. Bengal Municipal Act, 1932. 


Section 377: A medical practitioner or a person practising 
the medical profession, and in the course of such practice 
becoming cognizant of the existence of 
Penalty for default any dangerous disease in any building 
fine Rs. 50/- than a public hospital,.....6...0ssss0 

shall give true and 
correct information to such officer as the Commissioner may 
direct, respecting the existence of such disease. 


Section 447: Whenever a birth or death occurs in any 
hospital within the limits of any municipality in respect of 
which the Local Government has directed 
Penalty for default that all births and deaths shall be 
fine Rs. 50/- registered under the Bengal Births and 

Deaths Registration Act, 1873, it shall 
be the duty of the medical officer in charge of such hospital 
forthwith to send a notice in writing of the occurrence of such 
birth or death to the Commissioners in such form as the Local 
Government may prescribe, and in such case no other person 
shall be required to give information of such birth or death to 
a Registrar under the said Act or to a Sub-Registrar under 
this Act. 


3. Bengal Vaccination Act, 1880. 


Section 5: If any...... medical practitioner shall be of 
Penalty for not opinion that any child is not in a fit state 
giving certificate— to be vaccinated, he shall forthwith 
Rs. 50/-: for giving deliver to the parent or guardian of such 
false certificate Up- 4 certificate under his hand according to 
to 6 months’ im- the § ed 
prisonment and fine 1e form of Schedule lereto annexe 
Rs. 100/- (section or to the like effect, that the child is 
28). then in a state unfit for vaccination. 


Section 6: Hf any...... medical practitioner finds— 
(a) that a child brought for vaccination has already had 
small pox, or 


(b) that a child who has been three times unsuccessiully 
vaccinated is unsusceptible of successful vacci- 
nation, 
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_ Penalty for not 
Rs. 30/ wip eye he shall deliver to the parent or guardian 

false certificate up- certificate under his hand, according to 
to 6 months’ im- the form in Schedule B hereto annexed, 
prisonment and fine 
Rs. 100/- (section 
28). 


4. Dangerous Drugs Act, 1920. 


or to the like effect. 


A medical practitioner possessing or selling medicinal 


Penalty upto opium or of any preparation containing 


2 years’ morphine, diacetyl morphine or cocaine, 
and in contravention of the Government rules 
ine. 


prescribing the limits. 
5. Poisonons Act, 1919. 
Contravening the Rules under the 
Poisons Act. 


Penalty upto 3 
months and fine 
Rs. 500/- 

6. Bengal Excise Act. 

Penalty upto 6 
months’ imprison- 
ment and _ fine 
Rs. 1,000/-. 

(“Intoxicant” means the leaves, small stalks and flowering 
tops of Indian hemp plant (caralis sativa L.) including bhang, 
sidhi or ganja: charas: any mixture with or without neutral 
materials, if any of the above forms of intoxicating drug or 
drink made therefrom: and any other intoxicating or narcotic 
substance or any fermenting agent which the Provincial 


Government may specify as “intoxicant”). 


Section 18: Possession of any intoxi- 
cant which has not been obtained from 
licensed vendor. 


Section 53: If any chemist, druggist, apothecary or keeper 


of a dispensary allows any intoxicant 


which has not been bonafide medicated 
for medicinal purposes, to be consumed 
in his business premises by any person 
not employed in his business. 


Penalty upto 3 
months’ imprison- 
ment and fine 
Rs. 1,000/-. 


7. Indian Port Health Rules, 1938 (Under the Indian 
Ports Acts, 1908). 


Rule 8: “Every medical practitioner, who bcomes cogni- 
zant that any passenger on board or any 
: member of the crew or any person 
* employed on board any vessel in the port 
is suffering from any of the diseases 
specified in rule 3, shall immediately give notice thereof by 
telephone and in writing to the Health Officer”. 


Penalty for omis- 


(The diseases specified in rule 3 are plague, cholera, 
yellow fever, typhus, small-pox, chicken-pox, cerebrospinal 
meningitis, diphtheria, relapsing fever, jigger and influenzal 
pneumonia ). 


8 Indian Penal Code. 


Section 269: Whoever unlawfully or negligently does any 
act which is, and which he knows or has 
reason to believe to be likely to spread 
the infection of any disease dangerous to 
life. 


Punishment up 
6 months’ impri- 
sonment and fine. 
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Penalty upto 6 ; 
months’ imprison- Section 274: Adulteration of drug 
ment and fine or medicinal preparati 

preparation. 

Rs. 1,000/-. 

Penalty upto 6 
months’ imprison- Section 275: Selling or offering for 
ment fine sale the same. 
Rs. 2,000/-. 

Section 276: Whoever knowingly sells or offers or ex- 

Penalty upto 6 poses for sale or issue from a dispensary 
months’ imprison- for medicinal purpose any drug or medi- 
ment and fine preparation, as a different drug or 


Rs. 1,000/-. é 
medicinal preparation. 
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Section 284: Whoever does, with any poisonous substance, 

_ any act in a manner so rash or negligent 

int ae as to endanger human life, or to be 
ment and fine 
Rs. 1,000/-. person; or knowingly or negligently 
omits to take such order with any 


likely to cause hurt or injury to any 


poisonous substance in his possession as is sufficient to guard 
against probable danger to human life for such poisonous 
substance. 


BOOK REVIEWS 


SEX KNOWLEDGE FOR BOYS and SEX KNOW- 
LEDGE FOR GIRLS: “Facts of Life” series; Nos. 1 
and 2—By A. P. Pillay. First Edition 1940. Pages vi+72 
and pages iv+66 and 5 illustrations. Demy 8 vo. 
Published by D. B. Taraporevala Sons & Co., Bombay. 
Price Re. 1-8 each. 

It is high time that the taboo on sex be removed. Medical 
men as well as educationists all over the world have recognised 
that a proper knowledge of sex is absolutely necessary as a 
part of child education. Not only do children get a wrong 
and distorted idea about sex being scolded or punished by 
parents in matters relating to sex but also these children 
always become secretive about their inquisitiveness and satisfy 
their craving for knowledge by asking the older boys or 
servants. Sex education is nothing new in India as is shown 
by the extensive treatises in Sanskrit. 

Dr. A. P. Pillay is well-known in the subject of sexology 
having devoted no less than ten years exclusively to sex and 
These two books on sex education written 


marriage problems. 
In both the 


by him will, certainly remove a long-felt want. 
books which consist of two parts, (1) biology of sex and 
(2) sex and sex problems, this difficult subject has been 
approached in an easy and systematic way. The author has 
attempted to deal with the scientific and technical portions as 
easily as possible. Yet, in my opinion there is room for 
improvement. In that case the subject could not have been 
covered in such a small treatise. The main difficulty, I think, 
is that boys and girls for whom the book is meant do not 
generally acquire the amount of knowledge in English to 


understand the book easily. This type of book should, there- 
jore, better be written in the Indian vernaculars. 
The printing and get up is on the whole good, 
G Cc. 
SURGERY OF THE HAND—By R. M. Handfield-Jones. 
First Edition 1940. Pages viiit140. Royal 8 vo. 
95 illustrations including several in colour. Published by 
E. & S. Livingstone, Edinburgh. Price 15 shillings net. 


There are several excellent books on the surgery of the 
hand and the late Professor Kanavel’s well-known treatise on 
the subject probably still retains its pre-eminent position. It 
does not take one long to discover that this monograph, by 
Mr. Handfield-Jones, is an important newcomer. He has done 
well to emphasise that our ultimate objective in the treatment 
of infections and injuries of the hand is full restoration of 
function. 

This little volume of 140 pages and 95 excellent illustra- 
tions consists of three sections: The first deals with infection 
of the hand comprising nine chapters and 92 pages. Section IT, 
consisting of two chapters and 26 pages, deals with injuries 
of the hand. The last and smallest section is devoted to other 
surgical diseases. 

It is of interest to note that this little book had its incep- 
tion in the “Finger Clinic” of St. Mary’s Hospital, London. 
It is in the fitness of things that it is dedicated to the memory 
of the late Professor Kanavel and to the casualty house sur- 
gcons, past, present and future of St. Mary's Hospital. 
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The Editor is not responsible for any views 
expressed by the contributor—Enrror. 


INDIAN MEDICAL COUNCIL 


Tue Enrror, Journal of the I.M.A., Calcutta. 
Sir, 
There appeared a statement in the local dailies recently 
about the affairs of the Medical Council of India and Dr. B. C. 
Roy’s reply to critics, which he made from the chair while 


presiding over a recent meeting of that Council in New Delhi. 
It was said that the Council had decided to establish a General 
Reciprocity Board for negotiating reciprocal recognition of 
Medical Degrees granted in British Dominions and other 
foreign countries and to request the Central Government to 
amend the Indian Medical Council Act, 1933, so as to pravide 
for an All India Medical Register in which will be registered 
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all practitioners recognised at present by the Medical Council 
of India and practitioners holding qualifications granted by 
examining bodies in India other than the universities and who 
will be in the Provincial Registers on December 31st, 1937. 
In the meanwhile, the Medical Council of India intend suggest- 
ing to the Central Government to call upon the the Provincial 
Government to establish uniform standard of University Medical 
Education in the existing Medical Schools. 

In regard to critics who questioned the utility of Indian 
Medical Council Act, 1933, Dr. Roy was of opinion that their 
criticisms were mostly destructive rather than constructive 
when they said that the Council failed to secure “efficiency at 
home and honour abroad.” At the same time, Dr. Roy admits 
that, “our honour abroad is rather at discount” as a large 
number of countries with whom the Medical Council of India 
had been negotiating for reciprocity did not care to reply and 
some that replied said that they would recognise the degrees 
it such degrees were recognised by the General Medical Council, 
Great Britain, which recognition Dr. Roy styles as, “indirect 
reciprocity.” I ask Dr. Roy with all humility at my command 
whether he was justified in condemning the critics who 
questioned about the utility of the Council of which he is now 
the President ? 

In regard to the publication of an All 
contemplated by the Council I wish to remind Dr. Roy that 
this question had been discussed threadbare and given up hy 
the Central Government when the Indian Medical Council Act 
was on the anvil of the Central Legislature and Dr. Roy, a 
recognised democrat as he is belonging to the inner circle of 
the Indian National Congress, seems to have forgotten the 
spirit of democracy when he and his comrades in the Indian 
Medical Council decided to exclude the largest section of 
qualified and registered medical practitioners now existing in 
all the Provincial Registers from the contemplated Aitl-India 
Medical Register not taking into consideration the prestige, 
status and honour of the Indian Medical Profession as a whole. 
Where is the efficiency in the medical profession which Dr. Roy 
claims to justify the existence of the Indian Medical Council 
when this Council minds only about a third of the members of 
the medical profession in whom alone the All-India Counc 
concerns itself? This apart can Dr. Roy or his comrades in 
the Indian Medical Council assure the medical profession and 
the public that it would be possible for the Central Government 
to force the Provincial Government to transform all the exist- 
ing Medical Schools into institutions to be recognised by the 
All-India Medical Council when it is so painfully known that 
the same Council would not recognise the Andhra Medical 
Degree in spite of the fact that the Council found both the 


India Register 


CORRESPONDENCE 


Vol. No. 2 
NOVEMBER, 194 


teachers and the taught in the Adhra Medical College not 
wanting. Dr. Roy should also remember that the Government, 
ci the Province from where he hails and where are found the 
largest number of Medical Schools would not consider the 
desirability of closing them in spite of a large number of these 
Schools being found most inefficient by the Medical Council 
of Bengal and also by the Medical Profession in Bengal. 
There is no justification for excluding the largest group of 
qualified and registered practitioners from the contemplated 
All India Medical Register. For, Dr. Roy must know more 
than [ that the purpose of a Medical Register is not so much 
to display the qualifications of those found in the. Medical 
Register but the purpose is to enable persons requiring medical 
aid to distinguish qualified from unqualified practitioners as 
could be seen from the preamble of the British Medical Act 
which runs thus :— 

“Whereas it is expedient that person requiring medical 
aid should be enabled to distinguish qualified from 
unqualified practitioners; be it therefore enacted 
by the Queen’s most Excellent Majesty, by and 
with the advice and consent of the Lord, Spiritual 
and Temporal, and commons, in this present Parlia- 
ment assembled, and by the authority of the same, 
as follows :” 

All the Provincial Council maintain Medical Registers to 
enable the public to find out who is qualified and who is not. 
Regarding efficiency in the profession the same Councils have 
statutory powers to control medical education imparted by the 
Universities or by other Examining Bodies in addition to the 
control over the former medical education by the Universities 
themselves. It may not be out of place to mention that the 
Madras University has been demanding much higher qualifica- 
tions from the teaching staff of the medical colleges than those 
demanded by the All India Medical Council. 

Under the circumstances the Medical Council of India with 
Dr. Roy as its head will do well to seriously consider whether 
there is a need for such a Council to exist at all and if it should 
exist whether it should not co-ordinate its functions with those 
of the existing Provincial Councils instead of its working 
independently. It costs this poor country over a lakh of rupees 
every year to run the show of the Indian Medical Council 
which has no funds of its own whereas the Provincial Councils 
cost little or nothing to the Government as their running 
expenditure is met from the fees paid by the practitioners for 


registration. I am ete. 


Madras. 
28-10-40. 


V. Rama Kamath, 
Vice-President, Madras Medical Council. 
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